inity 
rican 

The 
upon 
aws; 
olina 
ished 
livan 
‘aro- 
con- 


d by 
‘rvice 
ren- 
h his 
treat- 
toa 
As an 
issed. 
s that 
must 


train- 
devo- 
1urch, 
laster 
lanity 


OCT. 1946 
x 
D 


Af 


7 
child 
come 
odlivisi 
cept | 
7 4 
sion 1 
frust: 


aggre 
with 
Feret 
drick 
refut 
(9) | 
conce 


view 
and 
her i 
™ quen 
realit 
mm these 
with 
iety, 
catio 
ciplit 
infar 
If 
defin 
appr 
insti 
Schi 
insti 
and 
cons 
fron 
cont 
unde 
iden 


vital 


THE AMERICAN JOURNAL OF PSYCHIATRY 


GENESIS OF HOSTILITY IN CHILDREN * 


LAURETTA BENDER, 


After 14 years of trying to understand 
7,000 to 8,000 of New York City’s problem 
children, or children with-a-problem, who 
come to the children’s ward of the psychiatric 
division of Bellevue Hospital, I cannot ac- 
cept Freud’s(1) earliest concept that aggres- 
sion 1s hostile and is a primordial reaction to 
frustration, nor his later(2) concept. that 
aggression is an instinctual drive equated 
with the death instinct. Many (Sullivan(3), 
Ferenzi(4), French(5), Horney(6), Hen- 
drick(7), Schilder(8)) have questioned and 
refuted this theory. However, Anna Freud 
(9) and Melanie Klein(10) have used this 
concept in their work with children. They 
view the child as instinctively destructive 
and aggressively hostile against the mother, 
her insides, her unborn children, her subse- 
quently born children and all other related 
reality. They also see children as turning 
these primary impulses against themselves 
with an expanding sense of guilt and anx- 
iety, and therefore postulate a primary edu- 
cational need for inhibition, restriction, dis- 
‘cipline, and sublimation against the inborn 
infantile hostility and death wishes. 

If one takes heed of Webster’s(11) first 
definition of aggression “to go forward or 
approach,” one can believe that children are 
instinctively aggressive in the sense that 
Schilder(8) means when he says there is an 
instinct to action, to seize, to hold, to master, 
and to incorporate, and that the tendency to 
construct and reconstruct cannot be separated 
from action and aggression. Mastery in this 
context means, at least in part, cognition or 
understanding, and incorporation means 
identification. Webster’s second definition 
is like that of our children, “to commit the 
first or unprovoked act of hostility, to begin 
the quarrel.” The children say, “He hit me 


first for no reason. I only hit him back.” | 


1 Read at the 104th annual meeting of The Ameri- 
can Psychiatric Association, Washington, D. C., 
May 17-20, 1948. i 

From the Psychiatrie Bivites of Bellevue Hos- 


pital and the New York University College of 
Medicine. 


M. D., 


Frank Bodman, an English child psychiatrist, 
defines most explicitly the relationship be- 
tween aggression and hostility. “Aggression 

. is thé expression by word or act of 
a feeling of hostility. Aggressive play there- 
fore will be that kind of play in which the 
child expresses his hostility in the very act 
of playing.” 

Of special interest_is Hendrick’s(7) at- 
tempt to offer “an instinct to master” in place 
of the death instinct of Freud. He defines 
it as an “inborn drive in children to do and 
to learn how to do.”’ The object of this drive, 
which is more important than the pleasure 
principle or need for sensual pleasure, is 
“the alteration (sometimes cognition) of an 
external situation.” Its manifestations are 
locomotion, compulsiveness (defined as a re- 
gression to a lower stage of an unlearned 
function), and reasoning, which serves the 
purpose of adjusting the environment to 
one’s self. It is not clear to what extent 
Hendrick’s mastery of the environment rep- 
resents overwhelming or destroying it. If, 
this were implied it would be aggressive and 
destructive at least from the point of view of 
the environment, which presumably includes 
everyone else besides the child under con- 
sideration. 

Schilder(13) said that “the behavior of © 
children can only be understood as a contin- 
uous process of trial and error which leads 
to construction and configuration as a basis 
for action. Behavior difficulties and neurosis 
are an interruption in this constructive psy- 
chological process.” 

The belief in an inborn or instinctive ag- 
gression with related hostility, guilt, and anx- 
iety leads to the assumption that aggressive- 
ness, hostility, guilt, and anxiety would be 
the expected or normal behavior of children 
unless they were subjected early and persis- 
tently to education and for psychotherapy 
based on inhibitions, discipline, restraints, 
and restrictions. They would need to be 
helped toward sublimation and possibly given 
insight into their inherent hostility and death 
wishes. As Horney(6) says: “It is to be 
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wondered why we strive for a better future 
if man is inherently destructive.” Moreover, 
it is to be wondered from whence came the 
impulse to strive to educate children. 

The doctrine of instinctive hostility has 
emphasized negative psychological concepts 
in childhood problems. Inevitably sibling 
rivalry, disturbed child-parent relationships 
in all habit formation problems, educational 
difficulties and mental retardation, all are as- 
cribed to inborn hostile attitudes or arise out 
of inhibitions resulting from the related guilt 
and anxiety. 

A view: of inborn constructive drives, im- 
pulses, and attitudes has gradually modified 
our educational methods to gratify the child’s 
needs with a permissive attitude toward his 
efforts to master the environment. It also 
includes a recognition of the constructive na- 
ture of his manipulations and the projective 
expressions of his inner fantasy life. 

In 1935-36 Schilder and I(14) studied 
physical aggressiveness in children and found 
that the younger child is not only aggressive 

~ but is in continuous fear that he might be 
~destroyed by the aggression of the adult who 
is so much stronger and therefore more dan- 
-gerous. At the same time the child expects 
protection from the adult against hostile in- 
fluences, support (including physical support 
for developmental motor limitations), food, 
clothing, and love. Since the child is under 
+the impression, based upon experience, that 
the adult can satisfy these needs, he con- 
~siders any deprivations of them as an act of 
~aggression from the adult and reacts accord- 
_ingly. The child acts as though there were 
an inherent awareness of his needs and there 
is thus the expectation of having them met. 
-A failure in this regard is a deprivation and 
-leads to frustration and a reactive aggressive 
response. The child needs affection in terms 
of something very real including fondling, 
motor support, kisses, food, and personal at- 
tention. The child also needs free expression 
of his motor drives. Any restriction of his 
motility is felt as a severe counteraggression. 
“These are all exogenous factors which in- 
crease aggressiveness in children. Endog- 
enous factors are closely related to motor 
drives which may be increased on a consti- 
tutional basis or by organic disease. The 
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postencephalitic behavior disorder is one of 
the best instances of this type. Hyperactiv- 
ity increases destructive actions. The attempt 
of the adult to check the hyperkinesis adds a 
reactive factor to the organic one. Support 
should be given by determining means of 
making patterns in the increased motor im- 
pulses rather than restraining them. In the 
plays and games of children as well as in 
their fantasy, destruction is merely one 
phase. Construction and regard for objects 
is the other. 

In 1942 in a discussion on aggression in 
childhood(13) I gave illustrative examples 
at various age levels in order to show certain 
characteristic problems of the developmental 
I also indicated that the sources of 
frustration from every field of the 
child’s totally developing personality. These 
included brain pathology with disturbances 
in motor functions, impulse control, and per- 
ceptual integration; developmental lags in 
language; deprivation of the love object in 
the infantile period; relative deprivation in 
love in other areas in child-parent relation- 
ships ; and deprivation in social, educational, 
and cultural opportunities. 

L-eoncluded—that aggression in childhood 
is a symptom complex resulting from depri- 


crises. 


arose 


vations which are caused by developmental 
discrepancies in the total personality struc- 
ture such that the constructive patterned 
drives for action in the child find inadequate 
means of satisfaction and result in amplifi- 
cation or disorganization of the drives into 
hostile or destructive aggression. 

~ The treatment for aggression in childhood 
should be constructive or preventive, aiming 
at the amelioration of the developmental dis- 
crepancies in whatever field they may arise. 
The treatment should further be supportive, 
aiming at reducing the counteraggression of 
the adults against the child and making more 
compact the pattern of interpersonal relation- 
ships. It should further aid the child to find 
more patterning for his disorganized im- 
pulses which arise either from brain pathol- 
ogy or social pathology. 

My continuing experience with the prob- 
lem children of New York City who pass 
through the Bellevue psychiatric children’s 
ward has led me to new formulations con- 
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cerning instinctive needs and drives as fol- 
lows(16) : 

1. The child has an inherent capacity or 
drive for normality which is determined by 
biological maturation, or growth with a pat- 
tern, and includes direction toward a goal. 
This drive for normality is so great that it 
is hard to block or divert it by any pathology 
within the child or in the outer world. We 
most readily recognize this in handicapped, 
deviate, or problem children for we take it 
too much for granted in normal children. 

2. The child has an inborn capacity to re- 
late to the mother or parent figure and by 
identification to experience the emotional 
things of life which make us all human 
beings, capable of loving and being loved, of 
acquiring language concepts, social ideologies 
and philosophies, and of taking active or cre- 
ative part in social experiences. 

3. The child has an inborn capacity for an 
internal fantasy life which follows the pat- 
tern toward normal maturation and interper- 
sonal identification, as well as its own pattern 
of symbol formation. The symbol formation 
makes possible short cuts or creativeness and 
enrichment in the personality maturation 
process. It leads to the final construction of 
the personality in society and compensates 
for inherent defects in the child of his en- 
vironment. It also carries with it a capacity 
for articulateness or projection of the inner 
fantasy life into the social situation and onto 
the physical world, whereby the physical 
world and society are reconstructed or al- 
tered or mastered. It is certainly not destruc- 
tive, but rather represents the increasing of 
patterning in the physical world made pos- 
sible by projections from the greater energy 
of biological processes. 

The emphasis on the inborn or instinctive 
hostility, aggression, death 
wishes, and the negative emotional experi- 
ences represents a one-sided approach which 
has led our students of child psychology 
astray. In connection with behavior disor- 
ders we thus hear of infantile hostility, par- 
ental ambivalence and rejection, sibling 
rivalry, distortions in parent-child relation- 
ships, and flight from reality. Too little is 
recognized of the positive emotional re- 
sponses and active participation in the child’s 
own living process of maturation, of relating 


himself by trial and error to people and 
things, and projecting self-created patterns 
characteristic of his individual personality 
onto the physical and social world of reality. 

The ordinary vicissitudes of life including 
the ambivalence and inadequacies of two or- 
dinary parents can be well tolerated by chil- 
dren unless they have suffered from long pe- 
riods of deprivation in personal parental re- 
lationships (especially in the early infantile 
period) or unless they have suffered from 
disorganizing brain pathology. 

The rivalry of siblings is one trial-and- 
error method of participating in interper- 
sonal relationships, but is only a partial ex- 
pression of the greater need of a child for 
siblings. From the latter comes his positive 
feelings of love and relatedness to siblings 
or sibling equivalents—his own contempo- 
raries. 

The flight from reality into fantasy is 
usually a wholly normal process of dealing 
with social and ideological problems and uses 
reality in its essence in compensating for 
limitations in the outer world and the child’s 
limited capacity to experience all reality. By 
means of symbol formation in fantasy, time 
is saved, and life enriched. It aids in articu- 
lateness and amplifies the possibilities for 
interhuman relationships. 

A brief consideration of some of the dis- 
orders of childhood in which hostility or ag- 
gression are emphasized will throw more 
light on the nature of the problem. 

Those organic brain disorders(18) of 
early childhood associated with hyperkinesis 
and best recognized as the postencephalitic 
states are found on repeated examination 
and analysis to have (1) disorganized pat- 
terning of motor impulses, (2) an inabil- 
ity to integrate the perceptual experiences, 
and (3) a diffuse, and also relatively un- 
patterned, anxiety. Such children are frus- 
trated in their drive for normal patterning of 
action or of appreciation of perceptual ex- 
periences, especially the ones pertaining to 
their own body image. Their drive for action 
toward objects is incessantly displayed, and 
their unsatisfied need for contacting reality 
leads to their ultimately destroying and de- 
vouring objects. Their anxiety drives them 
further into the catastrophic reaction de- 
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scribed by Goldstein(17). However, we do 
not see children who are entirely dominated 
by such behavior, and consequently we can 
only be amazed at the capacity of normal 
children, or those in whom the pathology is 
relatively slight, to moderate and modulate 
their aggressiveness ; to configurate and ap- 
preciate the wealth of their perceptual ex- 
periences ; to maturate along predetermined 
biological patterns ; and to adapt themselves 
to the culture of their society. 

There are children who from birth have 
been raised in the impersonal atmosphere of 
institutions and hospitals without personal 
mothering. They are spoken of as the psy- 
chopathic behavior disorders of childhood 
(19). In part they resemble the postenceph- 
alitic child. Their behavior is disorganized 
and therefore hyperkinetic ; it is aimless and 
often destructive. There are no specific cere- 
bral defects in the patterning of motor im- 
pulses or perceptual experiences. Their be- 
havior may prove to be destructive and to all 
appearances is aggressive, but still it cannot 
be called hostile. It is aimless, and not di- 
rected toward any object, not even the child 
himself. These children have had no oppor- 
tunity to experience their inborn capacity to 
relate to a mother object, and they therefore 
are incapable of any personality maturation, 
interpersonal relationships, social relation- 
ships, or concepts. Neither do they experi- 
ence guilt or anxiety. Such children offer an 
argument against the theory of an inborn 
instinctual hostility, guilt, and anxiety which 
needs an inhibitive restraining education. 

There are schizophrenic children( 20), and 
in my experience only schizophrenic children, 
who present the dramatic picture of the hos- 
tile, anxious, terrified, and impulsively de- 
structive childhood that Melanie Klein(10) 
describes especially well. These are children 
in whom the schizophrenic process has dis- 
torted the pattern of their motility and per- 
ceptual experiences, of their own body image, 
their symbol formation, and object relation- 
ships. They lose the certainty of their iden- 
tity in their body image, in their family, or 
society or time or space. They strive too 
hard to regain it. Their anxiety exceeds all 
bounds: beyond that of any other childhood 
problems that I have observed. Their hostility 
reverberates against the objects with which 


they attempt to identify, or to master, and 
cannot. When the mother is not present the 
child may nevertheless insist that she is aware 
of her presence either all around her or inside 
her, implying that she has devoured the 
mother and/or been devoured by her ; or she 
may revile the objects or even the time or 
space that separates and frustrates her in her 
longing for her mother. If the anxiety and 
hostility of the schizophrenic child were a 
prototype for the hostility of all growing chil- 
dren, one should indeed be concerned for the 
welfare of the race. Here we see hostility 
as it is, a reaction to frustration which inter- 
feres in the normal maturation of the person- 
ality, in its normal instinctive constructive 
drives, and in all object relationships. 
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DYNAMIC MECHANISMS UNDERLYING SOME FORMS OF 
CEREBRAL DYSFUNCTION ' 
SAMUEL BROCK, M.D., New York, N. Y. 


In the past half century, there has been a 
rapid development of knowledge concerning 
the functions of the cerebral cortex and the 
basal ganglia, coincident with an ever deep- 
ening interest in the neural mechanisms un- 
derlying symptom formation. 

Creed and his co-workers(1) have done a 
great deal to define the functions of the 
spinal cord and have laid the basis for the 
understanding of the signs brought about by 
cord disease. Magnus(2) and his co-workers 
have thrown much light on the reflex 
postural functions of the brain stem and 
the signs brought about by their abnormal 
release. 

The studies of Hughlings Jackson(3) laid 
the first real foundation for an under- 
standing of cerebral dysfunction. Following 
him, Sherrington(4), Head(5), Pavlov(6), 
S. A. K. Wilson(7), Kurt Goldstein(8), and 
Fulton(g) and his co-workers have con- 
tributed much to the further clarification of 
the manner in which signs and symptoms are 
produced by the disruption of normal cere- 
bral function. In addition, Freud(10) and 
his followers laid the groundwork of the 
psychoanalytic method, and Koffka(11) 
clarified certain aspects of cerebral function 
by studies in Gestalt psychology. 

In his analysis of conditioned reflexes in 
dogs, Pavlov showed how closely excitation 
and inhibition were interwoven at the level 
of the cerebral cortex. Freud’s epoch-making 
studies of the phenomena of repression, sub- 
conscious activity, the instinctive, especially 
the libidinous drives, and of ego and super- 
ego activity have revolutionalized all thought 
in the domain of psychology. 

The complexity of function of the human 
brain makes it necessary for the clinician to 
analyze symptom formation in man often 
without the benefit of comparisons suggested 
by studies in animal neurophysiology. Man 
is the only test object when one is confronted 
with disturbance in symbolic thinking. The 


1 Presidential address, New York Neurological 
Society, Nov. 3, 1947. 


246 


same holds true in the matter of sensation, 
neuroses, and psychoses, although neurotic 
behavior has been produced in such animals 
as the dog, cat, and goat by workers in the 
held of conditioned reflexes. 

Students of animal neurophysiology (Ful- 
ton(g)) have paid a great deal of attention 
to the mammalian cerebral cortex ; they have 
observed the effects of excitation and abla- 
tion, and have defined such various states 
in the cortex of higher mammals as facilita- 
tion, suppression, and extinction. 

This paper is concerned with some of the 
dynamic conceptions underlying symptom 
formation in human brain disease. From 
such a discussion it may be possible to define 
some of the components of abnormal cerebral 
function in terms of modern neurophysi- 
ology. Many others have given thought to 
this aspect of nervous and mental disease, but 
there is room for more correlative studies. 

Whether or not analysis of the debris signs 
throws light on the normal function of the 
parts under consideration is a matter of very 
great importance. Some students of the sub- 
ject have regarded certain abnormal signs 
as a reversion to a more primitive type of 
nervous function. This is the result of re- 
garding dissolution of nervous function as 
a breakdown in the integrated activity of the 
nervous system, wherein the destruction of 
a newer part of the nervous system removes 
an inhibitory influence on an older and lower 
center; the abnormal signs are supposedly 
due to the release of the older, outmoded 
mechanism. While there is undoubtedly a 
high degree of integration, in which inhibi- 
tion and release play important parts in the 
total play of abnormal signs, such attempted 
explanations have sometimes led to curious 
and rather far-fetched views. 

One may begin with a relatively simple 
form of cerebral dysfunction, such as paral- 
ysis. In the case of peripheral nerves and 
the spinal cord, paralysis produces obvious 
effects. In the brain, loss of function oper- 
ates on an extensive scale in cases of cerebral 
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concussion, and in a more focal manner in 
cases of hemiplegia. All clinicians have been 
impressed with the fact that disruption of 
normal cerebral function may not cause pure 
diminution or pure loss of function. One 
need but recall the well-known spasticity of 
hemiplegia in which muscle overtoning obvi- 
ously indicates overaction of some neuronal 
circuits in the neuraxis; release by removal 
of inhibition is invoked as the cause. At the 
spinal cord level, inhibition has been found 
to be a potent instrument (Sherrington and 
co-workers). At the cerebral level, the recent 
description of suppressor areas in the cerebral 
cortex of monkeys and chimpanzees (Marion 
Hines(12) and Dusser de Barenne and Mc- 
Culloch(13) and others) gives further con- 
firmation of the action of inhibition at the 
highest level. It may be pointed out that 
when inhibition appears at the cortical level 
in man it is very prone to involve such new 
and complex functions as those involved in 
speech and symbolic thinking. Perhaps it is 
for this reason that such heavily charged af- 
fective reactions, as fright, surprise, and 
anger, leave us momentarily speechless. The 
simultaneous occurrence of over-function 
(irritation) of some parts of the brain with 
defect or loss of function of other parts is 
seen in a number of conditions, as in the 
motor restlessness and fragmented mental 
states associated with deliria of various kinds, 
in which speech is reduced to a disjointed 
jumble of words or phrases. Similarly, the 
excessive motor activity in individuals suf- 
fering from postepileptic confusional states 
may be associated with loss of speech or the 
repetitive utterance of aimless words or 
phrases. In passing, it should be said that 
the precise and proportionate réles played by 
(1) defect or loss of function, (2) irritation, 
and (3) inhibitory release are not easy to 
define, particularly in regard to the phenom- 
ena of irritation and inhibitory release, since 
inhibition may of itself permit the release of 
signs which may be ascribed to irritation. 

The following human observation may be 
cited as an example of the complex inter- 
action of defective function, irritation, and 
inhibitory release: 


In 1946, I examined a woman of 57, who had 
experienced a sudden attack of aphasia 6 weeks 
before. She quickly recovered speech and for about 


10 days had no complaints; then she developed a 
right-sided limb weakness, especially involving the 
upper limb. Numerous Jacksonian seizures ap- 
peared. I had just determined that she was able 
to speak and read without any defect whatsoever 
when one of the brief Jacksonian seizures super- 
vened. It consisted of small, rapid clonic move- 
ments of the lower jaw and similar slight move- 
ments of protrusion and retraction of the tongue. 
During the 60 to 90 seconds of the episode, she was 
unable to utter words, yet she was able to under- 
stand and respond to simple motor commands, such 
as, “Lift up your left arm,” or “lift up your left 
leg.” 2 At the expiration of the seizure she began 
to speak in an obviously aphasic manner, but very 
soon speech returned fully. 


This was an experiment of disease in 
which a tumor in the left temporo-parietal 
region (confirmed by operation) caused an 
irritative cortical display. Inhibition was 
brought to bear on the closely adjacent motor 
speech center seemingly by way of stimula- 
tion of inhibitory pathways. The right limb 
weakness was a sign of defect in function. 

The phenomena of inhibition at the 
cortical level in man were commented on by 
S. A. K. Wilson(7), who believed that at 
times transcortical inhibition decontrolled 
certain cortical areas, allowing remarkable 
dissociated phenomena to come to the fore. 
In this way, he sought to explain the pe- 
culiar dream states associated with uncinate 
seizures. 


DISSOCIATION AND FRAGMENTATION OF 
FUNCTION 


A study of the symptoms of the narco- 
leptic-cataplectic syndrome reveals remark- 
able examples of dissociation * with complete 
or fractional overactivity of the sleep mech- 
anism. In this syndrome, one sees overaction 
of the sleep mechanism in the unusual im- 
perative sleepiness or comparable trancelike 


2 This type of speech arrest is the subject of a 
paper presented by W. Penfield and T. Rasmussen 
at the 1947 meeting of the American Neurological 
Association. These investigators produced interrup- 
tion of human speech by electrical stimulation of 
the lower parts of the sensorimotor cortex, includ- 
ing Broca’s convolution, and so demonstrated inhibi- 
tion in the sensoricortex of man. 

8 The term dissociation is used here not with its 
psychological or psychoanalytical connotation in 
mind, but in an anatomic-physiologic sense, imply- 
ing an isolated, autonomous, and uncontrolled ac- 
tivity of the affected part. 
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state under conditions often inimical to sleep. 
Then one sees remarkable fragmentation of 
sleep, in that the individual suddenly exhibits 
the motor component of sleep—that is, 
muscle relaxation and hypotonus with a con- 
sequent deposturing and loss of the upright 
position, brought on by certain emotional 
states associated with laughter, anticipatory 
excitement, or anger. In these cataplectic at- 
tacks, the individual’s consciousness is un- 
impaired, in other words, he does not exhibit 
the psychic component of sleep. Sometimes 
this muscle powerlessness (‘‘motor sleep’’ ) 
appears after the patient awakens from nar- 
coleptic sleep, and for a brief period he may 
not be able to assume the upright position. In 
the narcoleptic-cataplectic syndrome, one 
notes (a) dissociative fragmentation of func- 
tion, (b) excessive display, and (c) an un- 
usually strong affective provocative (cata- 
plectic) factor. The latter suggests that there 
is an unusual shunting of nerve impulses 
along certain pathways concerned in the in- 
hibition of postural tonus. This will be taken 
up later. In addition, some of these patients 
present unusual recurrent dreamlike states 
which may occur in the period of sleep paral- 
ysis following a narcoleptic seizure. All of 
this suggests that certain cortical and sub- 
cortical areas and their connections (dien- 
cephalo- and thalamo-cortical?) exhibit un- 
usual and perhaps unrestrained activity. 

A study of the dream material and the 
rarer psychotic symptoms occasionally found 
in patients suffering from the narcoleptic- 
cataplectic syndrome throws further light on 
the remarkable dissociations found in this 
disease. Individuals suffering from narco- 
lepsy-cataplexy are apt to have recurrent ter- 
rifying dreams in which they are plagued by 
a variety of animals, such as snakes, dragons, 
and insects, or they are subject to other dis- 
turbing dream experiences of a stereotyped 
kind. It is conceded that, in the normal dream 
state, cortical activity is least efficient from 
the viewpoint of integrated action. However, 
in the narcoleptic-cataplectic individual, the 
dissociated “power” of the fragmented dream 
material is such that it may even continue to 
act briefly as an hypnopompic hallucination, 
or sometimes for a longer period in the fully 
awakened state. The dream fragment may at 
times compete with waking activities to pro- 


duce a remarkable psychic display. My first 
experience with this curious set of phenom- 
ena occurred in 1927 (Brock(14) ). 

A young man of 22, suffering from this disease 
since the age of 16, would half-awaken from a 
narcoleptic sleep and plead with his wife to help 
him cope with certain individuals who were mildly 
scolding him in an empty room. This stereotyped 
dream recurred many times, and 17 years later he 
was still subject to it. There were no 


abnormalities. 


other psychic 


The situation was quite different in the case of 
a woman of 48, who had narcolepsy-cataplexy for 
9 years [Brock and Wiesel(15)]. In the beginning 
of her illness (1932) she experienced terrifying 
dreams in which “large” elephants and later squirrels 
and rats frightened her. In about a year “electric 
dreams” appeared; these consisted of a feeling of 
warmth and vibration. In some of these dreams 
she felt that her mother’s spirit “was putting a 
vibrator” on her. Then the dreams became less 
frequent for a number of years. E 
ing nocturnal sleep a male voice in a dream would 


rly in 1940, dur- 


say, “I’m going to scalp you.” At times she would 
jump out of bed, hasten to the bathroom, and stay 
there for as much as one-half hour in order to es- 
cape from this unidentified tormentor. Then the 
same voice began to make indecent overtures and 
would get in bed with her. On one occasion, the 


dream seemed so real that when she awoke she 
searched her room for the intruder. Months later 
sex dreams pictured coitus with different men. In 


the spring of 1940, she began to believe that the 
scalping dreams were part of a plan to harm her 
and soon she began to imagine that ticking sounds 
and ticking machines were part of a scheme de- 
signed to harm a Dr. X, who was a former female 
employer. In May 1940, one particular 3-hour 
dream was especially upsetting. By September 1940, 
she presented a picture of a paranoid individual in 
a panic because “there were dictating machines 
. . lights were being flashed on her,” 
and the electric and sex dreams continued. She 


everywhere 


felt that her dreams were real and part of the perse- 
cutory plan. She was flighty, fearful, distractible, 
and her insight was much impaired. Her mood 
was quite labile. While under observation in Belle- 
vue Hospital in the fall of 1941, she improved a 
good deal, but in the spring of 1941, the paranoid 
trends increased and suicidal ideas appeared. She 
committed suicide by drowning in August 1941. 


Here we deal with a unique type of in- 
sanity, the symptomatic genesis of which 
seems to depend on the projection of dream 
material into the awakened state and its in- 
corporation in a paranoid mental state. On 
the other hand, such dissociated activity 
may cease after a short period of time, as in 
the following case. 

A narcoleptic-cataplectic girl of 26 was first seen 
in 1940 at the age of 20. From her 14th to 16th 


19. 
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years, she was upset by terrifying dreams of 
dragons and snakes occurring almost nightly, to- 
gether with an inability to get up after awakening 
from sleep (“sleep paralysis”). Cataplectic seizures 
began in 1938. In the spring of 1940, she began to 
be plagued by a visual hallucination during her 
waking, daytime hours. She would see a very old, 
very pale man with long white hair. He appeared in 
innumerable places and often caused her acute dis- 
tress. She was quite aware of the unreality of her 
spectral tormentor; at times she thought she could 
get rid of him by turning her back on him, but she 
found that he was there again as she “looked 
back.” On one occasion he frightened her so that 
she suffered a cataplectic collapse. She was seen 
again in February, 1947. Though still subject to ter- 
rifying snake dreams, narcoleptic and cataplectic 
seizures, and sleep paralysis, the vision of the old 
man had disappeared since late 1940. It is of in- 
terest to note that she has a younger sister who is 
also a victim of this strange malady. (I am in- 
debted to Dr. Earl Chesher for permission to study 
this young woman.) 


THE “DISCHARGING LESION” OF 
HuUGHLINGS JACKSON 


In one of his penetrating essays on con- 
vulsive seizures, Hughlings Jackson(16) 
concluded that nervous tissue, including the 
brain, disposed of nervous energy in health 
by storing up “force and expending it in an 
orderly manner at the provocation of special 
excitations.” In 1890(17), he spoke of the 
epileptic convulsion as an explosion caused 
by the “excessive discharge of nerve cells.” 
He had referred to “discharging lesions” as 
early as 1873, the “overcharge” of which 
formed the basis of the fit. (How fully 
electroencephalography has proven the valid- 
ity of Jackson’s concept of 75 years ago!) 

The familiar phenomena of the uncinate 
and similar focal seizures are well-known 
clinical illustrations. The repeated attacks of 
unpleasant smells, the visual and auditory 
hallucinations, including the dimly heard 
haunting melody or the spectral word, 
phrase, or jingle which usually cannot be re- 
called after the patient has fully regained 
consciousness, and the phenomena of déja vu 
have been well described. 

The “discharging lesions” of Jackson have 
been the subject of further study by J. P. 
Martin(18). He speaks of “spluttering dis- 
charges” giving rise to “epilepsia partialis 
continua,” and to peripheral facial muscle 
spasm and to the fibrillations of amyotrophic 


lateral sclerosis, and of the steady, continu- 
ous “fire” underlying tetanic trismus or 
carpopedal spasm. 

Martin has given good reasons for believ- 
ing that various parts of the sensory system 
may also be the site of “discharging lesions,” 
viz, the trigeminal nerve in trigeminal neu- 
ralgia, the posterior root ganglion cells in 
tabes, and the cells of the thalamus in the 
spontaneous pains of the thalamic syndrome. 
The visceral crises of tabes afford examples 
of “discharging lesions” firing along vis- 
ceral afferent fibers to induce a variety of re- 
flex responses, as in gastric, rectal, vesical, 
and other crises. Obviously the discharges 
may originate in nerve tissue situated any- 
where from the motor cortex to peripheral 
nerve fiber, as well as in various parts of the 
sensory system. 

Is it possible that the repeated compulsive- 
obsessive acts of the obsessional neurotic, 
as well as the recurring stereotyped delu- 
sions and hallucinations in various psychotic 
states also belong in this category? 

From a consideration of focal organic 
cerebral disease, it becomes clear that the 
unphysiological repetitive firing described 
above in connection with “discharging le- 
sions” is evidence of faulty integration and a 
degree of unrestrained functional activity 
of the part of the brain “in discharge.” It 
seems probable that the normal dispersal 
of nervous energy no longer occurs. In- 
stead the nervous energy becomes either 
blocked or jammed, and abnormally stored 
and discharged in these clinical states. Per- 
haps complicated neuronal circuits become 
“supercharged” or so charged as to “fire” 
repeatedly, by virtue of the abnormal concen- 
tration of nervous energy placed at their dis- 
posal, just as, in other circumstances, the 
reverse may take place, viz., when normal- 
functioning areas of the brain draw upon 
and deplete the available store of nervous 
energy and so lead to extinction of simul- 
taneous function in other diseased centers 
(Goldstein and Bender). 


THE FIxep-PATTERN RESPONSE 


The normal human cerebral cortex is able 
to shift its activity from cell group to cell 
group in a smooth and speedy manner: the 
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resultant functional activity has been spoken 
of as “the figure,” while the rest of cortical 
activity or parts of it occupy a less active 
“background” (K. Goldstein). By virtue of 
special training and practice, a number of 
centers of activity (‘figures’) may be able 
to function simultaneously. For example, an 
individual may play a complicated musical 
instrument with both hands and carry on a 
nonmusical conversation at the same time. 
The “fluidity” of the motor cortical “front” 
has been emphasized by Walshe(19) in his 
study on Jacksonian seizures. He pointed 
out that the variability of the motor re- 
sponses depends upon cell aggregations 
(“centers”) which have a quickly shifting, 
variable, and not a fixed pattern. 

In brain disease, this easy change of “fig- 
ure” is often impossible, and one sometimes 
sees periodic but “nonexplosive” repetition 
of certain phenomena inconsistent with the 
nature of the stimulus applied, all of which 
clearly indicates abrogation of normal physi- 
ological action. Such a condition is seen in 
a variety of settings, particularly in aphasics ; 
it has been called “perseveration” and the af- 
fected individual repeats a wrong word or 
phrase several or many times. This particu- 
lar symptom has been ascribed to a stimulus- 
bound or pattern-fixed condition in which 
the patient cannot change the “figure on the 
background” as the normal individual is able 
to do. It is possible that the constantly re- 
curring dreams of certain individuals suf- 
fering from narcolepsy-cataplexy, as well as 
the compulsive-like repetitions of individuals 
who have suffered a temporary loss of func- 
tion in a restricted area of the brain, are fur- 
ther examples of the pattern-fixed response. 


THE REDISTRIBUTION AND SHUNTING OF 
NERVE IMPULSES 


The unusual redistribution and shunting 
of nerve impulses brought about by cerebral 
disease have not received the attention they 
deserve. 

Under diseased conditions, abnormal ner- 
vous impulses may traverse unusual path- 
ways and so bring striking symptoms to the 
fore. Thus, Scarff and Pool(20) describe 
a neural mechanism which produces the an- 
noying, involuntary flexor spasms of the 


lower limbs seen in wounded soldiers whose 
spinal cords have been transected. They 
have shown that the stimuli causing these 
flexor spasms arise by way of the irritation 
of scar tissue, situated at the upper end of 
the separated distal segment of the spinal 
cord. The stimuli pass downward in a tract, 
or by way of neuronal circuits, which seem 
to be in or near the posterior columns of the 
spinal cord. It is reasonable to assume that, 
in cerebral disease also, unusual pathways 
may be traversed which ordinarily are func- 
tionally silent or are concerned with the 
transmission of other types of impulse. Asa 
remarkable instance of redistribution of ner- 
vous impulses, I would cite this case. 


A 36-year-old man was referred because of 
hoarseness, which had bothered him for at least 
16 years. Now and again his eyeballs would roll 
upward in so-called “ceiling” spasm. He had been 
sent for examination to determine whether the dis- 
turbance was a hysterical dysphonia. The patient 
presented definite signs of chronic epidemic encepha- 
litis, such as a fixed, stolid facies, lack of pupillary 
response to light, a tremor of the right upper limb 
and to a lesser degree the left, a cupped posture of 
the right hand, and a lack of swing of the right 
upper limb in gait. In this limb there was slight 
rigidity of the muscles. He exhibited characteristic 
motor restlessness of the lower limbs, crossing and 
uncrossing his flexed knees while seated. He gave 
his history in a hoarse whisper, the tempo of his 
speech being fairly normal. I was quite surprised 
when he told me that if he were amused or laughed, 
his voice became normal in volume and higher in 
pitch. During the course of the examination, I 
managed to joke about something, whereupon he 
smiled and his voice became normally loud, the 
hoarseness disappearing. The pitch was higher but 
the words came forth in the quick, slurred manner 
characteristic of advanced Parkinsonism. The 
moment we reverted to serious conversation, his 
voice again sank to the level of a hoarse whisper. 
On subsequent occasions the same change was 
brought about by the introduction of humorous 
comments into the conversation. 


This was an example of one type of speech 
disturbance being transformed into another 
type by virtue of change in the emotional 
pattern. A comparable situation is seen in the 
“emotional” provocation of “motor” sleep, 
1.e., Cataplexy in the narcoleptic-cataplectic 
syndrome. 

Such observations of unusual shunting or 
redistribution of nerve impulses raise the 
interesting question as to whether disease 
may not cause nerve tracts to receive and 
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transmit nonindigenous nerve impulses, 
which have been diverted from their usual 
nearby pathways. 

In cases of chronic epidemic encephalitis, 
one sees remarkable episodic displays, such as 
ocular “ceiling” spasm due to the periodic 
activity of certain neural mechanisms. In this 
connection one may again call attention to the 
remarkable variations in symptoms observed 
at night in cases of this disease 
in children. I recall a little girl who during 
the day slept a good deal and was seemingly 
bedridden because of a rigid Parkinsonian 
postural state. During the night she would 
become more alert, would get out of bed 
unassisted, and would walk, run, and even 
dance about the ward after a fashion. Ob- 
viously, there was some lessening of her 
Parkinsonian rigidity to permit of such an 
increase in activity, and there must have been 
some kind of redistribution of nervous en- 
ergy. As is well known, even the behavior 
of some of these encephalitic children varies 
from day to night and there are numerous 
instances of almost hypomanic activity at 
night, with resumption of relatively normal 
behavior during the day. In this group of 
cases we seem to be dealing with remarkable 
rhythmic changes of neuronal activity, de- 
pending upon unknown factors. 

The behavior of certain individuals with 
what are presumed to be transient vascular 
disturbances in the cerebral cortex raises 
a number of important questions. For 
example: 


some 


A very intelligent man of 50, who possesses a 
stable personality, suddenly becomes a bit dizzy 
and then totally amnesic for the happenings on the 
particular day of onset. He has even forgotten the 
place of abode of a close friend who lives nearby. 
Thjs immediate amnesia cannot be corrected by tell- 
ing him repeatedly the various happenings of the 
day, since retention of immediate impressions is 
practically nil. He recognizes his friends and keeps 
on asking certain stock questions or making stereo- 
typed statements in such a manner as to suggest a 
compulsive or obsessive pattern. By the next day 
there is great improvement but the patient is still 
totally amnesic for the happenings of the previous 
day, albeit his ability to retain recent impressions 
has improved greatly. The repetitive (or compul- 
sive) trend is still manifest and he asks many of the 
same questions or makes the same statements of 
the day before. Within 5 days he had recovered 
entirely. 


Such occurrences as this suggest that there 
may be a great, if temporary, reduction in 
the functional activity of those neuronal cir- 
cuits which are concerned with recent mem- 
ory and retention, permitting a kind of pseu- 
doneurotic compulsive behavior to appear 
and dominate psychic activity for a short 
time. 

This redistribution or shunting of nervous 
impulses takes on additional significance as a 
possible explanation for the benefit which 
electric shock therapy brings about in cases of 
depression. Does electric shock somehow so 
affect the neuronal constellations concerned 
in these depressions of mood as to reduce 
or modify their charge of nervous energy 
and cause it to be channelized into other neu- 
ronal circuits? The fact that an occasional 
depressed patient is thrown into a hypomanic 
excitement as a result of the treatment might 
be interpreted as a point in favor of this 
hypothesis. In any such discussion one must 
think in terms of neurones having to do with 
depression of mood, as well as those con- 
cerned with exaltation of mood. 


INTERHEMISPHERIC INTEGRATION 


In man, one cerebral hemisphere, usually 
the left, plays a dominant role in the spheres 
of symbolic thinking and action, and in the 
“handedness” and “eyedness” of the indi- 
vidual. Orton(21) has called attention to 
the “ambivalence and hemispheric rivalry” 
and the variations and delays in the ac- 
quisition of hemispheric dominance in 
connection with certain reading, spelling, 
and writing difficulties, which he called 
““strephosymbolia.” 

In the field of higher intellectual behavior, 
the regulating and integrating influence of 
one frontal lobe on the other may be dis- 
turbed by the presence of a frontal lobe neo- 
plasm. The removal of the tumor sometimes 
brings about a lasting improvement of the 
patient’s higher mental activity, even though 
a good deal of frontal lobe tissue has been 
coincidentally extirpated (Stookey, Scarff, 
and Teitelbaum(22)). This is another evi- 
dence of interhemispheric relationships con- 
cerned in the regulation and integration of 
certain higher faculties. This same situation 
is also brought to light by the fact that, in 
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certain aphasics, the administration of intra- 
venous amytal brings about a definite though 
temporary improvement in speech (Linn 
(23)). It may well be that sodium amytal 
blunts temporarily the disintegrating influ- 
ences emanating from the diseased speech 
areas and so frees the normal speech areas, 
permitting a greater range of activity. These 
cases would represent a kind of reversal of 
the process which von Monakow envisaged in 
diaschisis. 


OBnsCURATION AND EXTINCTION OF FUNC- 
TION IN DISEASED AREAS 


Extinction of cortical function was first 
emphasized by Dusser de Barenne and Mc- 
Culloch(24) in the mammalian brain. A. E. 
Walker and his co-workers(25) showed that 
in cats the extinction which accompanies the 
unconsciousness of cerebral concussion oper- 
ates over a large area of the cortex. Such 
concussional extinction of function follows 
“excitation of large masses of neurones” and 
is made manifest in the electroencephalogram 
by loss of the electrical discharge from the 
cortical cells. 

The studies of Goldstein and Bender have 
drawn attention to extinction from another 
point of view. They point to the fact that 
disease of the brain may affect the distribu- 
tion of nervous energy in a special way. 
Bender(26) has called attention to the fact 
that “in a patient with a defective occipital 
cortex the image perceived from the normal 
field dominates over that visualized simul- 
taneously from a similar point in the for- 
merly hemianopic field of vision. At first 
the dominance may be so marked as to cause 
an extinction of the image perceived from 
the affected field. . . . . Similar competitive 
mechanisms between cutaneous sensations on 
the two sides of the body and fluctuations in 
perception have been noted in patients with 
parietal lobe lesions.”’ In discussing this so- 
called extinction or obscuration phenomenon, 
Goldstein(27) theorizes as follows: ‘Each 
performance in a damaged part of the brain 
cortex needs more energy than under normal 
conditions. Now the total energy at the dis- 
posal of the organism is somewhat constant. 
It may be sufficient to produce a perform- 
ance even in an impaired part of the cortex 


_ter’s performance 


but, if there is a simultaneous stimulation in 
another normal part of the cortex, then the 
organism tends to use its energy for the lat- 
and the remaining 
energy is not sufficient to produce a per- 
formance in the impaired part.” This phe- 
nomenon of obscuration or extinction may 
take place when heterologous as well as 
homologous cortical fields are under stimu- 
lation. Such shifts in the distribution of the 
available ‘‘nervous energy’ cause a diseased 
central station to ‘fade out’’ while the nor- 
mal central station continues to function. 


Types OF NEURONAL CIRCUITS 


The presence of abnormal involuntary 
movement in disease of the central nervous 
system raises a number of questions. Does 
disease of certain structures, ziz., the globus 
pallidus or substantia nigra, release other 
lower-lying tremor-making mechanisms, or 
is there a continuous and enduring excitation 
of these lower “centers”? Does disease of 
certain parts cause an escape of neuronal ac- 
tivity from normally closed to abnormally 
opened circuits, so inciting various motor 
neuronal constellations to activity with the 
release of such involuntary movements as 
tremor, chorea, athetosis, dystonia, or palatal 
myoclonus, as Kubie(28) has suggested? 

In the spinal cord, Creed and his co- 
workers(I) described the “motoneurone 
pool,” the successive activation of the cells of 
which ensures the innervation of muscles 
over long periods of time in the interests of 
tone maintenance. There is reason to believe 
that there are comparable neuronal circuits in 
different parts of the cerebral cortex, though 
of a more intricate constitution, capable of 
either maintaining long-continued action.or 
recording long-enduring memory patterns 
(engrams). Obviously these neuronal cir- 
cuits are not “closed,” but neither are they 
“open” in the sense of being accessible to 
easily defined afferent reflex stimuli. Simi- 
lar significant issues have been raised by 
Adrian(29), one of the foremost electro- 
neurophysiologists. What are the roles 
played at the cerebral level by the self- 
exciting and the so-called reverberating neu- 
ronal circuits and the “semi-persistent cen- 
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tral activity” (Adrian) set up by afferent 
stimuli ? 

There are other important questions, vz., 
does the law of forward direction of ner- 
vous impulses apply in all neuronal circuits 
at all times? Can there be a reversal of the 
flow of nervous energy in affected central 
circuits under certain abnormal conditions? 

If we are to think in terms of modern neu- 
rophysiology and neuroanatomy, we must 
begin to define the anatomical bases of psy- 
chic symptoms. In the last analysis all the 
remarkable phenomena of mental disease are 
due to neuronal dysfunction. Not only must 
the neurones of “intellect” be defined with 
greater precision, but also those neuronal 
constellations concerned in depression, manic 
behavior, paranoid reactions, delusional and 
hallucinatory and other trends. Such neuro- 
anatomical and neurophysiological progress 
must go hand in hand with newer biophysi- 
cal and biochemical studies. With a clearer 
understanding of the many elements under- 
lying neuronal functions at the cerebral level, 
the exact and proportionate roles played by 
the different “psychologies” will be more pre- 
cisely defined. Then the brain, the organ of 
the mind, will be fully understood in its rdle 
of master mechanism in the neural hierarchy. 
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MINNESOTA MULTIPHASIC PERSONALITY INVENTORY PATTERNS 
BEFORE AND AFTER INSULIN SHOCK THERAPY 
A PRELIMINARY REporT ' 
WILLIAM M. HALES, M.A., ann WERNER SIMON, M.D. 


Veterans Administration Hospital, St. Cloud, Minnesota 


The Minnesota Multiphasic Personality 
Inventory (MMPI) has gained increased 
recognition in recent years as a_ useful 
method of evaluating personality structure. 
While Hathaway and McKinley, the origi- 
nators of the inventory, report an over-all 
correlation of 60% between clinical diag- 
nosis and the test, they emphasize that it is 
not devised primarily for the purpose of 
diagnostic classification, but rather to reflect 
the various components of personality traits 
with special reference to their qualitative and 
quantitative levels. 

In a recent issue of this JOURNAL, 
Modlin(7) states that the MMPI is an 
excellent instrument for measuring the prog- 
ress of a  patient’s illness objectively. 
He reports a series of cases, including 17 
schizophrenics, in which the profiles on the 
inventory correspond in every instance 
with clinical appraisal of improvement or 
increased illness. 

Pacella, Piotrowski, and Lewis(8) also 
have recently reported a study on the effects 
of electroshock therapy on personality traits 
as reflected by the MMPI and the Rorschach. 
Their series included a group of 40 cases 
of schizophrenia, 22 of which were improved 
and 18 unimproved. These investigators con- 
cluded that the MMPI could not be used 
as a dependable diagnostic aid, inasmuch as 
the test detected only one-half of their schizo- 
phrenic patients. They also indicate that the 
MMPI proved a failure as a prognostic aid 
and could not be used to help in the selection 
of patients for electroshock therapy because 
no significant differences were observed in 


1 Published with permission of the chief medical 
director, Dept. of Medicine and Surgery, Veterans 
Administration, who assumes no responsibility for 
the opinions expressed or conclusions drawn by the 
authors. 

Acknowledgment is made to Dr. W. E. Peter- 
son for technical assistance in this study. 
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the profiles of patients who responded to 
treatment and those who failed to improve. 

A survey of the literature also indicates 
that a number of studies have been made 
with various techniques to assess improve- 
ment and to establish criteria for predicting 
the outcome of insulin shock treatment. 
Although a number of psychological tests 
have been used in these investigations, in- 
cluding the Rorschach(3, 6, 9, 10, 11, 12), 
the concept formation tests of Vigotsky and 
Weigl and the BRL sorting test(1, 14), and 
combinations of other tests(13), in so far 
as is known no studies have been reported 
in which the MMPI was employed. 

In the past, the selection of patients for 
insulin shock therapy frequently has been 
based upon arbitrary or chance factors 
rather than on scientifically exact methods 
of selection. Because of the time-consuming 
nature of the treatment, as well as the de- 
mands made upon personnel, equipment, and 
space accommodations, it would be of con- 
siderable advantage and practical usefulness 
to develop further objective criteria which 
would aid in selecting patients for this type 
of therapy. 

In order to study this problem and fur- 
ther investigate the usefulness of the MMPI 
in appraising improvement, we have tested 
a number of schizophrenic patients before 
and after insulin treatment. The following 
is a preliminary report of our findings. 


METHOD 


Twenty patients diagnosed schizophrenia 
were studied before and after insulin shock 
therapy. A group of I0 patients who showed 
improvement ranging from moderate re- 
sponse to complete remission, and a group 
of 10 patients who failed to show any im- 
provement whatsoever, were retested without 
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any other selective criteria as they finished 
their course of insulin treatment. The pa- 
tients’ ages ranged from 23 to 37 years, with 
an average of 28 years and 7 months. The 
duration of their illness was from 1 to 8 
years, with an average of 3 years and 
months. A majority of these patients had 
received a course of electroshock therapy at 
one time during their hospitalization, without 
lasting improvement. The patients were 
viven the MMPI immediately prior to insu- 
lin treatment, and upon termination of ther- 
apy were retested within a few days. This 
project is being continued and a larger num- 
her of patients are now under study. 


RESULTS 


Inspection of the individual test profiles 
of the two groups before and after treatment 
reveals that clinical improvement is closely 
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GraPH 1.—Example improved patient. 
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GraPpH 2.—Example unimproved patient. 


paralleled by improvement in the test profiles. 
All 10 cases of the clinically improved group 
have improved test profiles after treatment, 
whereas only one of the unimproved group 
shows improvement, one remains about the | 
same, and 8 actually have more unfavorable | 
profiles than before treatment. Some of the 


profiles of the improved group show quite 
dramatic changes, with drops in T score up 
to 33 points on schizophrenia and 23 points 
on paranoia. Other profiles show less marked 


changes. Graphs 1 and 2 present typical, 
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GRAPH 3.—Improved group. 
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GrapPH 5.—Combined group. 


rather than extreme, changes found in in- 
dividual profiles before and after treatment. 

The difference in improvement in the two 
groups is also quite clearly reflected by com- 
paring the mean standard scores of the 
groups on the various components of the 
test. Table 1 presents the mean standard 
scores of the test groups before and after 
treatment and Graphs 3, 4, and 5 the group 
profiles. 
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Although the number of cases in the group 
is too small for adequate statistical eval- 
uation, the following trends will be noted: 

1. Before treatment (test 1) the mean 
standard scores of the improved group are 
higher on all components of the test except 
L (lying), K (correction), Hs (hypochon- 
driasis), and Hy (hysteria). Some of the 
differences, however, are small and probably 
not reliable. 


MMPI PATTERNS BEFORE AND AFTER INSULIN SHOCK THERAPY 
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be mentioned, however, that there is consid- 
erable variability and an overlapping of 
scores in the two groups, and that before 
treatment only 4 of the unimproved group 
and only 6 of the improved group have pro- 
files strongly suggestive of schizophrenia 
(50%). After treatment 8 profiles of the 
unimproved and 4 of the improved are sug- 
gestive of schizophrenia (60% ). 


4. Regarding prognostic signs, there do 


TABLE 1 


MEAN T Scores 


Improved 
(10 cases) 


Mean Mean Mean 
Scale Testr Test 2 Diff. Test 1 
? 63.0 57.2 — 58 61.7 
L. 57.1 51.8 — 5.3 62.4 
K 47.1 52.8 + 5.7 55.6 
F 69.0 58.1 — 10.9 65.6 
Hs 63.3 62.9 — 04 65.7 
D 65.1 59.5 — 5.6 64.7 
Hy 58.3 58.8 + 0.5 62.0 
Pd 63.6 59.4 — 2 60.9 
Mf 53-7 538 + O.1 45.7 
Pa 73.8 61.0 — 128 61.8 
Pt 68.7 59.9 — 88 61.9 
Se 81.9 65.3 — 16.6 72.6 
Ma 66.9 60.2 — 67 54.5 


2. After treatment (test 2) the mean 
standard scores of the improved group show 
a consistent drop on all components of the 
test except K (correction), Hy (hysteria) 
and Mf (masculine-feminine interests) 
whereas the scores of the unimproved group 
increase on all the components except? 
(question score), L, K, and Hs. 

It will be noted that in the improved group 
the most substantial decreases occur on the 
psychotic components of the test (i.e., para- 
noia, psychasthenia, schizophrenia, and hypo- 
mania) and on the F score (validity), 
whereas in the unimproved group these 
scores all increase, but by smaller amounts. 

3. For the combined group it will be noted 
that before treatment the highest scores 
occur on schizophrenia, paranoia, and F 
(validity). The former (schizophrenia) 
exceeds the 70 critical T score level (77.2), 
which is consistent with what would be ex- 
pected for schizophrenic patients. It should 


2 The latter two are very small increases, being 


+0.5 and +0.1. 


nproved Total group 

(10 cases) (20 cases) 
Mean Mean Mean 
Test 2 Dif Test 1 Test 2 Diff. 
55.9 —5.8 62 56.5 — 5. 
58.0 — 4.4 59.7 54.9 — 48 
51.6 — 4.0 51.3 52.2 + 0.9 
07.0 2.0 07.3 62.8 4.6 
61.1 — 4.6 64.5 62.0 — 2.5 
66.5 + 1.8 64.9 63.0 —1.9 
62.3 + 0.3 60.1 60.5 + 0.4 
66.8 + 5.9 62.2 63.1 + 0.9 
54.3 + 8.6 49.7 54.0 + 4.3 
66.4 + 4.6 67.8 63.7 — 4.5 
68.0 + 6.1 65.3 63.9 —I1.4 
70.1 + 6.5 77.2 72.2 — 5.0 
60.1 + 5.6 60.7 60.1 — 0.6 


not as yet appear to be any definite charac- 
teristics of the scores or profiles which dis- 
tinguish those who improve from those who 
do not. Patients, however, who show a posi- 
tive response to treatment tend to have higher 
scores before treatment on the psychotic 
components of the test. 

5. A number of patients in both groups 
have been retested from one to two months 
after treatment (data not shown). No es- 
sential changes in trends have been observed. 
Where the patient improved with treatment, 
the retest indicated this improvement was 
maintained. 


DISCUSSION 


It may be of interest to compare the find- 


ings of Modlin(7), and of Pacella, Piotrow- | 


ski, and Lewis(8) with our series. We are in 
agreement with these authors that the MMPI 
quite clearly reflects clinical improvement in 
schizophrenics after treatment. There are 
significant differences, however, between the 
findings of the latter authors and ours with 
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respect to the average T scores found in the 
pretreatment records of improved patients 
as compared to unimproved patients. The 
latter investigators do not report any mean 
T scores above 70 for their improved group 
of schizophrenics on any of the components 
of the test. There is also no appreciable 
difference between the improved and unim- 
proved groups. In our series both the im- 
proved and unimproved groups have mean 
T scores over 70 on schizophrenia before 
treatment, the former being 9.1 higher than 
the latter. After treatment, however, the 
mean T score of the improved group drops 
16.6 points (65.3), while the unimproved 
group increases 6.5 points (79.1). The mean 
T score of the improved group also ex- 
ceeds 70 on paranoia before treatment, but 
drops 12.8 points (61.0) after treatment. 
The reasons for these differences in findings 
are not apparent, but it is possible that they 
may be due to differences in the severity 
of the illness in the two groups studied. As 
has been indicated, our group of patients had 
been chronically ill and perhaps were more 
severely psychotic than the patients studied 
by Pacella, Piotrowski, and Lewis. 

It is believed that our findings on the F 
score are also of considerable interest. The 
authors of the inventory consider this score 
to be a measure of validity and state that 
it serves as a check on the whole record(4). 
If this score is high, they consider that the 
other scales are likely to be invalid, either 
because the subject was careless or unable 
to comprehend the items, or because some- 
one made extensive errors in entering the 
items on the record sheet. 

It has been our experience that this score 
is frequently elevated in the records of 
schizophrenic patients and that it seems to 
reflect the severity of the illness. Other 
investigators(5, 7, 2) have made similar 


observations and consider the F score of | 


“Mages ~ \. | immediately before and after insulin shock 
diagnostic significance rather than an indi- ' 


cation of validity.® 

The data in our present series indicate that 
the F score not only is elevated in about 60% 
of the cases but seems to reflect clinical 
improvement in patients making a positive 


3 For a detailed discussion of the validity scores 
see Gough, H. B. Diagnostic patterns on the 
MMPI. J. Clin. Psychol.; 2:23, 1946. 


response to treatment. This is indicated by 
drops in score up to 27 points in individual 
records and an average drop of 10.9 for the 
improved group as a whole. 

The trends found on the L and K scores 
are also of interest. As indicated in Table 1 
and the graphs, the L score tends to decrease 
following treatment in both the improved and 
unimproved groups, whereas the K score 
tends to increase in the improved group and 
decrease in the unimproved group. These 
trends suggest some interesting and perhaps 
important relationships, which, however, 
need further study and verification before 
definite conclusions and interpretations can 
be made. 

Finally, it is of interest that there are no 
marked differences in the scores of the two 
groups on the psychoneurotic components 
of the inventory; 1.e., hypochondriasis, de- 
pression, and hysteria. There is also no con- 
sistent trend when the three scores are com- 
bined into what Modlin(7) has called the 
“anxiety score.” There is, however, a definite 
trend on the so-called psychotic triad: 1.e., 
paranoia, psychasthenia, and schizophrenia. 

3efore treatment the mean standard score of 

these three components is 74.8 for the im- 
proved group and 65.4 for the unimproved 
group. After treatment the improved group 
drops to 62.0, whereas the unimproved 
increases to 71.1. 

It would appear that a combined score of 
the psychotic components distinguishes more 
clearly between the improved and unim- 
proved groups than any single score; how- 
ever, further study and verification with 
larger groups are needed before definite 
conclusions can be made. 


SUMMARY 


1. Twenty patients diagnosed  schizo- 
phrenia have been tested with the MMPI 


therapy. 

2. Clinical improvement is clearly reflected 
in the profiles of patients responding to 
treatment. 

3. Group profiles of improved and unim- 
proved patients have been compared and 
reveal significant differences in directional 
trends of the scores in the psychotic com- 
ponents of the test. 
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4. Individual components of the profiles 
are discussed. 
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CLINICAL SIGNIFICANCE OF THE MINNESOTA MULTIPHASIC 
F SCALE EVALUATED IN EXPERIMENTAL NEUROSIS * 


JOSEF BROZEK, Pu. D., ann BURTRUM C. SCHIELE, M. D. 
Minneapolis, Minn. 


INTRODUCTION 


One of the significant developments in the 
field of personality measurement, within the 
frame of reference of psychiatric syndromes, 
was the development of the Minnesota Mul- 
tiphasic Personality Inventory, hereafter 
referred toas MMPI(1). This psychometric 
tool is being used by clinical psychologists 
(2), vocational counselors(3), and psychi- 
atrists(4) ; it is finding increasing usage in 
the hands of internists interested in the psy- 
chosomatic approach(5) ; it was used during 
the war by the armed forces(6, 7) and has 
been applied as an instrument of research in 
the field of clinical investigation(8, 9). We 
have had the opportunity to utilize the 
MMPI in the course of experimental studies 
concerned primarily with the effect of the 
vitamins of the B complex on personality 
(10). 

The MMPI, in addition to the psychiatric 
scales,? is provided with scales designed to 
provide a check on the validity of the in- 
ventory. These include the “?” (Cannot 
Say) scale, the “L” (Lie) scale, the “F” 
scale, and the more recently developed “K”’ 
scale (1, Supplementary manual). 

Kazan and Sheinberg(12) published in 
this journal a clinical note indicating that 
many patients with well-established person- 
ality disorders, which were reflected in the 
high scores on the psychiatric scales of the 
MMPI, had also a high F score. This could 
be interpreted, if the original instructions 


1 From the Laboratory of Physiological Hygiene 
and the Department of Psychiatry and Neurology, 
University of Minnesota. 

2 The psychiatric scales although designated by 
diagnostic terms (Hypochondriasis, Hs; Depres- 
sion, D; Hysteria, Hy; Psychopathic Deviate, Pd; 
Masculinity-Femininity, M-F; Paranoia, Pa; Psy- 
chasthenia, Pt; Schizophrenia, Sc; and Mania, Ma) 
are not intended for making diagnoses as such but 
to indicate tendencies in the direction of one or 
more psychiatric syndromes. For the importance 
of the analysis of the patterns of the scores on 
different scales see Gough(11). 


were followed literally, as indicating that the 
results for the other scales were not “valid.” 
In the face of clinical evidence of person- 
ality disturbances in their patients, Kazan 
and Sheinberg revised the evaluation of the 
F scale. They came to the conclusion that in 
some cases the F score cannot be considered 
merely as a criterion of validity but has psy- 
chopathological connotations of its own. In 
clinically abnormal subjects, a high F score 
cannot always be interpreted as invalidating 
the psychometric evaluation of the person- 
ality status of a given patient. 

A number of clinical investigators(4, 11), 
including the present authors, have made 
observations supporting this interpretation. 
The fact that a high F score may reflect the 
degree of a psychotic involvement was 
brought out by Hales and Simon(13) who 
are using the MMPI to study the results of 
insulin therapy. In a group of 10 patients 
who showed clinical improvement and a 
marked decrease of the schizophrenia score, 
the average F score decreased from 69.0 to 
58.1. On the other hand in a similar group 
of 10 patients who did not show improve- 
ment clinically, the F scores remained essen- 
tially the same, with a mean F score of 
65.6 before the treatment was instituted and 
67.6 after the unsuccessful insulin therapy. 

We had an opportunity to obtain further 
material on this point in the course of an 
extensive study on the effects of experi- 
mental semistarvation. The results, includ- 
ing observations on the changes in behavior 
and studies of cases which were particularly 
interesting from the psychiatric point of 
view, have been published in previous com- 
munications(14, 15, 16, 17). In this paper 
we shall utilize the material bearing on the 
interpretation of elevated F scores on the 
MMPI. 


THE MINNESOTA EXPERIMENT 


It may he useful to present briefly the 
general features and to summarize the main 
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results of the Minnesota starvation-rehabili- 
tation experiment. Thirty-six “normal” 
young men between the ages of 20 and 33 
served as volunteer subjects. Exclusive of 
follow-up studies, the. experiment proper 
lasted for approximately one year. The first 
3 months (the control period) were used for 
standardization, clinical observation, and in- 
tensive testing. During this period the aver- 
age daily caloric requirement for mainte- 
nance of constant body weight was about 
3,500 calories per man. In the subsequent 
6 months of semistarvation the men lost, on 
the average, 24% of the original body weight 
while on an average daily food intake of 
1,570 calories. The diet was planned to simu- 
late in quality and quantity the food available 
in western and central Europe under con- 
ditions of severe food shortages during the 
Second World War. The diet was adequate 
in all essential vitamins. The experiment 
was concluded with 3 months of controlled 
rehabilitation. 

In the course of semistarvation the group 
developed behavior changes which can be 
legitimately characterized as an experimental 
neurosis in view of the fact that they were 
brought about by an experimentally induced 
and controlled dietary restriction and were 
relieved in the course of nutritional rehabili- 
tation. The chief of these changes, found 
characteristically in all subjects, were intense 
preoccupation with thoughts of food, ten- 
dency toward emotional instability and de- 
pression, decrease in self-initiated activity, 
loss of sexual drive, and social introversion. 

The MMPI was administered at intervals 
during both the control and experimental 
periods. In this study we shall consider pri- 
marily the data obtained in the final control 
and the final semistarvation testing. In the 
group of 32 (out of the 36) men who com- 
pleted the experiment there was a marked 
rise on the psychoneurotic scales of the 
MMPI with the most marked change occur- 
ring in the depression scale, which rose 
from the control value of 54 to 74 at the end 
of semistarvation; there was a slow return 
to normal values in rehabilitation (Fig. 1). 
There was a minimal rise or no change on 
the psychotic scales. The F score rose from 
the average of 53 in the control period to 


[ Oct. 
55 at the end of semistarvation, a virtually 
negligible change. After 12 weeks of re- 
habilitation the mean F score was 54. After 


33 weeks of adequate nutrition it returned 
to the pre-semistarvation value of 53. 
Some men developed psychiatric symp- 
toms going beyond the range of the changes 
in the group. In these men, 4 of whom were 
not included in the group profile, there was 
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Fic. 1—MMPI profiles for the group of 32 men 
who completed the experiment. “Control” values 
were obtained before the start of the semistarva- 
tion phase of the experiment, the “S24” after 24 
weeks of semistarvation, and the “R33” values at 
the end of 33 weeks of nutritional rehabilitation. 
The “R33” mean scores are based on only 20 
subjects. 


profile and also a rise in the scores of the F 
scale, in addition to the rise of the scores on 
the neurotic scales of the MMPI shared by 
the group as a whole. The elevation of the 
F scores cannot be attributed to any of the 
factors which could, ordinarily, yield a high 
F score. We are certain that there was no 
negligence in sorting the cards, errors in the 
transcription or recording of the items, lack 
of understanding of instructions, or mental 
confusion. 

The responses of these men on items con- 
stituting the F scale will be analyzed in 
detail. For the sake of simplicity only those 
items will be considered which were answered 
in the “undesirable” way under the stress 
of semistarvation. The changes will be 
projected against the background of clinical 
observations. 
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CaAsE ANALYSIS 


CaAsE 20.—This subject underwent a marked per- 
sonal and social deterioration during semistarva- 
tion; it took virtually all his moral strength to 
complete that period. He looked forward to re- 
habilitation with much expectation of relief. It was 
his misfortune that he was placed in a low caloric 
group. His rehabilitation was very slow; in fact, 
during the first 2 weeks he continued to lose weight 
(due to loss of edema fluid). Having expected a 
rapid relief of his semistarvation symptoms and 
thus having wrongly judged the duration of the 
actual stress, he seemed unable to continue the ex- 
periment. Yet to quit was contrary to his character 
and was also socially unacceptable. This conflict 
resulted in two attempts at self-mutilation designed 
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Fic. 2—MMPI profiles for subject No. 20. 
“R2” indicates the profile obtained during the 
second week of rehabilitation. 


to bring about his release from the experiment. 
The first “accident” was an abortive attempt to 
smash his hand. In the second, he chopped off three 
fingers with an ax. During 5 days of hospital care 
he was kept on the semistarvation diet. The rest 
and attention gave him a boost, and he managed 
to complete the experiment uneventfully. 

At the end of semistarvation his MMPI (Fig. 2) 
showed a very marked rise in the neurotic scales 
with some elevation on the right-hand side of the 
profile. Both of these tendencies are accentuated 
to the extreme in the second week of the rehabili- 
tation period (just prior to the severing of the 
fingers). The “control,” “semistarvation,” and 
early “rehabilitation” profiles revealed a rise on the 
D scale from 53 to 101 to 113. The Pt score rose 
from 45 to 64 to 82, Sc from 53 to 67 to 83, while 
the F score rose from 55 to 64 to 66. 

At the time of the greatest emotional conflict 
(R2) the following responses on the F scale, which 
did not occur during the control period, were in 
the “undesirable” direction: 


A25 There is something wrong with my mind 


(T) 


C29 I usually expect to succeed in things I 
do (F) 

C41 I like to study and read about things I’m 
working at (F) 

C47 My sex life is satisfactory (F) 

D39 I frequently find it necessary to stand up 
for what I think is right (F) 

E39 I enjoy children (F) 

G23 At times I’m all full of energy (F) 

G48 Sometimes I feel as if I must injure either 
myself or someone else (T) 


Of these items, only D39, E39, and G23 had al- 
ready occurred at the end of the semistarvation 
period. The increase in the number of these criti- 
cal items at R2 paralleled the intensification of his 
emotional crisis. Items C29, C41, and D309 indicate 
a severe lowering of morale. G23, C47, and E39 
fit in with his lack of energy, lack of sex desire, 
and his irritability. Item A25 is consistent with 
his acutely disturbed state while item G48 appears 
to be directly related to the emotional turmoil 
which led to the self mutilation. In this case every 
one of the critical responses plainly fits in with his 
disturbed emotional state. 


Case 234.—Early in semistarvation this subject 
became unable to adhere to the rigorous dietary 
restrictions. There was severe emotional conflict 
between his desire to leave the experiment and the 
factors which made him want to remain. Although 
the subject repeatedly broke the diet, he made 
many attempts to get back in line. Confession, 
prayer, rationalization (e. g., he was not meant for 
regimentation), and substitutive behavior (stealing 
trinkets) failed in turn. By the tenth week, after 
he had agreed to restrictions such as being under 
constant surveillance, his symptoms assumed alarm- 
ing proportions. He displayed violent emotional 
outbursts with flight of ideas, weeping, threats of 
suicide, or violence. He was removed from the 
experiment and placed in the psychiatric ward of 
the University Hospitals. After a few days of re- 
feeding his behavior subsided. He was considered 
to have had a brief psychotic episode, manic in 
type. 

The MMPI (Fig. 3) was administered the last 
day that he remained on the experiment. This pro- 
file shows a pronounced rise on all scales; notably, 
the D score rose from 39 to 77, Sc from 51 to 8o, 
and F from 50 to 73. In an analysis of the F scale 
items the following critical responses were found 
(i. e., items scored in the “undesirable” direction on 
the second test only) : 


Crs I loved my father (F) 

C41 I like to study and read about things I am 
working at (F) 

E21 I am never happier than when alone (T) 

G3 __siI believe my sins are unpardonable (T) 

Girt Everything tastes the same (T) 

G33 I have the wanderlust (T) 

G44 At times it has been impossible for me to 
keep from stealing or shoplifting some- 
thing (T) 
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Oct. 


H24 I see things or animals or people around 
me that others do not see (T) 

H33 Iam not afraid to handle money (F) 

Ir I can easily make other people afraid of 
me and sometimes do it for the fun of 
it (T) 

J43 I get angry sometimes (F) 


These items fit surprisingly well to the picture 
of the severe personality changes, and supplement 
in a significant way the information obtained from 
his diary, interviews, and other clinical observa- 
tions. For example, as in the preceding case, item 
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Fic. 3—MMPI profiles for subject No. 234. 
The “Sto” profile was obtained just prior to the 
subject’s release from semistarvation, during the 
tenth week. 


C41 is probably an indication of low morale. Item 
G3 is an indication of the severe guilt feeling. This 
was curiously combined with the attitude of bra- 
vado bordering on arrogance (item Ir). At one 
time the subject volunteered to have the staff keep 
all his money in order to lessen his temptations 
(H33). It was known that, under the stress of 
semistarvation, he had indulged in compulsive steal- 
ing (G44). During the crisis it was necessary to 
employ such extreme precautions as taking away 
his car keys to prevent his leaving the laboratory 
in a mental state in which he could hardly be held 
responsible for his actions (G33). Item E21 prob- 
ably reflects the peculiar social introversion suffered 
by most of the subjects. Item H24 may refer to 
the subject’s changed perceptual threshold for 
stimuli related to food. He was painfully aware 
of the almost ubiquitous references to food found 
in daily living, a thing hardly noticed by the non- 
starving people around him. Although the signifi- 
cance of item G11 is not entirely clear, it may well 
refer to guilt or lack of lasting satisfaction from 
off-diet eating. This item response was found in 
3 of the 4 subjects who broke the diet. 

Of the total of 11 critical F items, all but 2 (C15 
and J43) can be easily and logically validated in 
terms of the personality picture as seen clinically. 
Even here it is possible that the response indicat- 


ing lack of love for his father (C15) might be 
related to the subject’s marked resentment of re- 
strictions and to hostility toward those in authority. 


CasE 232.—This subject committed dietary vio- 
lations and developed severely neurotic behavior 
which necessitated his release from the experiment 
at the end of the semistarvation period. The dietary 
violations were by no means as flagrant as in the 
preceding case (234). In fact they were _ half- 
hearted and usually self-punishing: for example, 
he would eat crumbs, garbage, or a stolen lunch. 
There were many other forms of neurotic behavior 
which went beyond the range of those symptoms 
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Fic. 4—MMPI profiles for subject No. 232. 


common to the group. The subject became very 
distressed; he was self-critical, unable to face his 
problems, indecisive, very restless, and unable to 
control compulsive gum chewing (up to 40 pack- 
ages per day). 

While in this unhappy condition his MMPI 
(Fig. 4) rose both on the neurotic and on the 
psychotic ends with the D score rising from 46 to 
75, Hy from 60 to 82, Pd from 50 to 68, and Sc 
from 43 to 68. The F score was 50 in control, 59 
by mid-semistarvation, and 66 in the last testing 
of semistarvation. 

The critical items on the F scale are: 


A25 There is something wrong with my mind 
(T) 

A35 My hearing is apparently as good as most 
people (F) 

Fr Most of the time I would rather sit and 
daydream than do anything else (T) 

Gi1 Everything tastes the same (T) 

G23 At times I’m all full of energy (F) 

G33 I have the wanderlust (T) 

G44 At times it has been impossible for me to 
keep from stealing or shoplifting some- 
thing (T) 

G48 Sometimes I feel as if I must injure either 
myself or someone else (T) 


Items F1 and G23 are characteristic responses to 
the experimental neurosis common to the group. 
G33, A25, and G48 are consistent with subject's 
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restlessness and distressed emotional state. Dur- 
ing the semistarvation stress he was known to have 
stolen food or gum on at least 2 occasions (G44). 
There is no off-hand explanation for item A35. 
This may be the type of strange response which 
was originally intended to be detected by the F scale. 
Item Git was discussed in the previous case (234). 


CASE 233.—This subject, a close buddy of the 
preceding man (232), is also considered to have 
been a diet violator. The evidence is indirect but 
impressive. The subject was uncommunicative and 
inarticulate. He exhibited little overt change ex- 
cept for severe depression. His MMPI (Fig. 5) 
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G. 5—-MMPI profiles for subject No. 233. 


showed a tremendous rise on the D scale from 56 
in control to 96 at the end of semistarvation. The 
secondary peak on Sc which rose from 56 to 74 
indicates a more widespread personality involve- 
ment. The F score increased from 53 to 66; the 
critical items are: 


C29 I usually expect to succeed in anything I 
do (F) 

Dis I believe there is a God (F) 

D29 As a youngster I was suspended from 
school one or more times for cutting up 
(T) 

E20 I enjoy children (F) 

Git Everything tastes the same (T) 

G23 At times I’m all full of energy (F) 

I8 No one cares much what happens to you 
(T) 

Ig Any man who is able and willing to work 
hard has a good chance of succeeding (F) 


Items C29, Dis, I8, G23, and possibly 
and E2o fit in with the clinically observed depres- 
sive personality disturbance which was also brought 
out strikingly in the MMPI profile. No explana- 
tion is evident for item D2o. 


CASE 29.—This man showed a large degree of 
personality deterioration. Because of marked ir- 
ritability and egocentricity he became the most un- 


popular member of the group. It may be noted 
that he was one of the 3 subjects (out of 36) who 
developed cutaneous sensory disturbances (pares- 
thesias). At the end of semistarvation his MMPI 
(Fig. 6) shows a typical rise on the Hs, D, and 
Hy scales, some elevation of Pd and Pa with a 
marked rise on Pt and Sc. The change in the 
profile corresponds closely to the clinically observed 
personality changes. His F score rose from 50 in 
the control period to 64 at the end of semistarva- 
tion. The critical items in this elevated F score are: 


D23 My soul sometimes leaves my body (T) 

D43 It would be better if all laws were thrown 
away (T) 

E21 I am never happier than when alone (T) 

Fr Most any time I would rather sit and day- 
dream than do anything else (T) 

G23 At times I am all full of energy (F) 
Gs3 If people had not had it in for me, I would 
have been much more successful (T) 

H24 I see things or animals around me that 
others do not see (T) 
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Fic. 6—MMPI profiles for subject No. 29. 


Items G23, E21, and Fi reflect well the weak- 
ness and social introversion characteristically found 
in the “semistarvation neurosis.” G53 and possibly 
143 are probably related to his uncomfortable 
awareness of his extreme unpopularity. The ex- 
planation to item H24 is probably the same as given 
in Case 234. 


CAsE 5.—This man suffered the usual symptoms 
of the semistarvation neurosis and also developed 
minor sensory and motor disturbances which were 
probably hysterical. His depression score (Fig. 7) 
rose from 44 in control to 75 at the end of the semi- 
starvation period. The corresponding values for Hy 
were 64 and 80 respectively. The score on the F 
scale increased from 50 to 60. There were five 
critical responses : 


B42 I have used alcohol excessively (T) 

B47 My family does not like the work I have 
chosen (T) 

E21 I am never happier than when alone (T) 
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Fi Most any time I would rather sit and day- 
dream than do anything else (T) 
G23 At times I am all full of energy (F) 


Items E21, F1, and G23 were discussed in con- 
nection with previous cases; they fit in with the 
observed semistarvation changes. The significance 
of items B42 and B47 is less clear but is probably 
related to personal matters over which the subject 
felt an increased concern while emotionally dis- 
turbed in the semistarvation period. He had a his- 
tory of heavy use of alcohol in the past (B42). 
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Fic. 7—MMPI profiles for subject No. 5. 


DISCUSSION 


The MMPI was conceived in an intel- 
lectual atmosphere of empiricism; this is 
demonstrated in the derivation of the scales 
by contrasting groups of patients exhibiting 
relatively pure psychiatric syndromes with 
the responses of a clinically normal popu- 
lation. A further validation and clarifica- 
tion of the meaning of the individual scales 
and of the instrument as a whole is fully in 
accordance with this spirit. This is a healthy 
contrast to orthodox tendencies of some 
schools defending an “insightful,” and there- 
fore unmistakable and immutable, interpre- 
.tation of a given diagnostic instrument. 

Clinicians working with the MMPI have 
frequently observed that a high F score 
occurs in some types of serious personality 
disorder, especially in those of the schizoid 
category and in certain atypical diffuse psy- 
chopathies. This point was recently docu- 
mented and elaborated by Kazan and 
Sheinberg(12). The material from the 
Minnesota semistarvation-rehabilitation ex- 
periment further emphasizes the need for a 
careful evaluation and, in a certain sense, a 
reevaluation of the F scale. 


Oct. 


In evaluating this experimental evidence 
on the changes in the F scale under a severe 
nutritional stress it should be emphasized 
that we did not deal with accidental and 
ephemeral phenomena. The changes of 
responses to the F scale items were con- 
sistent; that is, they were again present 
when the inventory was repeated within a 
week or two. Furthermore, we had an op- 
portunity to observe the development of the 
psychiatric disturbances and to compare the 
status of the subject in semistarvation with 
the normal personality patterns determined 
during standardization. It is not the abso- 
lute level of the scores but the change as 
compared to scores obtained in the control 
period which are of psychiatric significance 
and interest. It should be pointed out that 
the rest of the profile was valid and was 
substantiated clinically even in the presence 
of a high F score. 

The material obtained in the Minne- 
sota semistarvation-rehabilitation experi- 
ment demonstrates convincingly that a rise 
in the F scale cannot always be interpreted 
in the sense of decreasing the validity of the 
profile. Almost all the items which were 
scored in the “undesirable” direction during 
this period of stress had a straightforward 
significance, confirmed clinically. There was 
a small number of items to which no appar- 
ent clinical significance could be attached. 
The fact that the subject’s response under 
stress was different from that in the control 
period may reflect some of the subtle changes 
in the personality of the subjects. Only in 
an exceptional case could an item be regarded 
as an error or due to sorting carelessness 
or the like. 

Kazan and Sheinberg speak of F as the 
validity scale, whereas it is only one of the 
scales designed to indicate the various aspects 
of the “validity” of a given set of responses 
to the MMPI. In general practice the ques- 
tion mark (?) and the L scales are regu- 
larly used. The question mark score refers 
to the number of items which were desig- 
nated by the subject as “Cannot Say.” If 
there is a large number of these undecided 
responses, the number of the critical items 
(among those marked “Yes” or “No’’) de- 
creases also. The pool of behavior situations 
sampled by the inventory is thus decreased 
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and the discriminatory capacity of the scales 
is lessened. The L scale is based on 15 items 
selected to detect individuals who attempt 
to place themselves in a “socially acceptable” 
light. A high L score would throw doubt on 
the sincerity of the individual in answering 
other items of the inventory. Recently, an- 
other scale was developed, designated as K, 
and conceived as a correction factor which 
will sharpen the discriminatory capacity of 
the clinical scales. 

A note may be added concerning the 
relevance of the findings of this study for 
diagnostic practice. Although we have em- 
phasized that often a high F score may 
“make sense” clinically, it should not be 
assumed that MMPI profiles with a high F 
score can be accepted in all cases. For the 
experimental subjects just discussed we know 
that the high F was not an indication of 
invalidity but merely a reflection of the fact 
that the subjects said unusual things about 
themselves because of the change that had 
taken place during their semistarvation 
experience. 

In many other instances such may not be 
the case. Gough(18), who also states that 
the F score may have a positive diagnostic 
significance in certain cases, points out that 
in cases of suspected neurosis a raw F score * 
of 16 or above should lead the clinician into 
an inquiry about the validity of the profile; 
in the case of a suspected psychosis one need 
not make such an inquiry until the raw F 
score reaches a value of 20 or above. Such F 
scores may indicate the following possi- 
bilities: 1. clerical error either in scoring or 
recording; 2. the fact that the subject is 
unable to read or otherwise understand the 
item or is too psychotic to give relevant 
answers; 3. an attempt to “fake” the 
responses ; 4. a true personality disturbance. 

When the clinician is in doubt as to the 
interpretation of a high F score and the 
validity of a profile, he may take one or all 
of the following steps: 

First, the test may be repeated in order to 
determine whether or not the profile pattern 
is reproducible. 


3 It should be noted that 80 is the highest T score 
obtainable as all raw scores of 16 and above are 
assigned this value. Thus when the F scale T score 
is 80, the raw score should be considered. 


Second, the profile may be inspected for 
evidence of the malingering patterns de- 
scribed by Gough(18). The latter found that 
profiles simulated by a group of psy- 
chologists, social workers, and psychiatrists 
showed the following tendencies. Simulated 
neurotic curves were, in general, similar to 
authentic ones although they were dis- 
tinguished by an over-all elevation of the 
profile, a high F score, and a low K score. 
The simulated psychotic profiles were more 
easily identified as such since they were 
characterized by an erratic jagged pattern 
and had higher F scores. 

Third, the clinician may note the indi- 
vidual items on the F scale which were 
answered in the “undesirable” direction. 
This is easily done by placing the F scale 
template on the record sheet. By discussing 
these items with the patient, the clinician can 
determine whether or not the responses are 
valid. Personal experience by one of the 
authors (BCS) has usually elicited evidence 
of such validity and has also commonly 
brought important but previously overlooked 
facts and attitudes to light. 

In the original conception, stressed particu- 
larly by J. C. McKinley, the responses on 
the MMPI were to be utilized, in addition 
to the psychometric treatment, for guidance 
of the psychiatrist in the clinical case study. 
Such clinical analysis of the individual items 
can be used to check the validity of any of 
the scales. However, one must caution 
against the ever-present tendency to fit the 
subject’s responses into a preconceived in- 
terpretation or clinical diagnostic category. 


SUMMARY 


Material is presented which indicates that 
an elevated F score on the MMPI in subjects 
with clinically established personality dis- 
turbances cannot necessarily be interpreted 
in the sense of questionable validity of 
the scores on the psychiatric scales of the 
inventory. 

The data were obtained in an experiment 
on the effects of prolonged semistarvation, 
in the course of which several individuals 
suffered a pronounced personality deteriora- 
tion, reflected in the elevated scores on the 
neurotic and, in some cases, also on the 
psychotic scales. 
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The analysis of the critical items of the F 
scale demonstrated that in the overwhelming 
majority the responses were in complete 
agreement with the clinical picture. In view 
of this evidence care must be taken not to 
interpret high F scores automatically as 
evidence of invalidity of the profile. 

We share the sentiments of Kazan and 
Sheinberg, who arrived at the same con- 
clusion on the basis of purely clinical mate- 
rial, that the concept and use of the F scale 
simply as a validating score is questionable. 
It must be recognized that a high F score 
often may indicate the presence of a significant 
personality disturbance. 
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PSYCHODYNAMIC CONSIDERATIONS IN GILLES DE LA TOURETTE’S 
DISEASE (MALADIE DES TICS) * 


Wirt A Report oF 5 Cases AND DiscussION OF THE LITERATURE 
EDUARD ASCHER, M.D., Battrwore, Mp. 


INTRODUCTION 


In 1885, Gilles de la Tourette(1) reported 
g cases of a peculiar disorder characterized 
by compulsive jerkings of the voluntary mus- 
culature, usually that of the face, neck and ex- 
tremities, accompanied by coprolalia and fre- 
quently also echolalia and echokinesis. This 
disease which was later named after him, 
usually began in childhood, the motor move- 
ments appearing first, followed by echolalia 
and echokinesis and then by coprolalia. The 
patients were reported to have responded but 
little to the treatment methods then available, 
and the progressive disorder was thought to 
be of an organic and hereditary nature. 

Since Gilles de la Tourette’s original de- 
scription few cases of this illness have been 
reported in the literature. Wilson(3) men- 
tioned in 1941 that he could find no case 
study of recent times but briefly described 
one of his own experiences some 25 years 
ago. Mahler and Rangell(4) in 1942, gave 
a rather detailed account of the case of a boy 
who had been under treatment for about 30 
months and included a discussion of the rele- 
vant literature and psychological studies. 
The majority of cases on record were pub- 
lished before the turn of the century. Koester 
(5) pointed out that among 2,500 new ad- 
missions to the Universitaets Poliklinik in 
Leipzig he learned of but 2 patients with this 
disorder and on survey of the literature 
available to him he found only about 50 cases 
recorded ; he emphasized the point that the 
rare incidence of such cases justified the 
mere reporting of them. 

On the basis of observations made on 2 
patients with Gilles de la Tourette’s syn- 
drome recently admitted to the Henry Phipps 
Psychiatric Clinic, the author was impressed 
by certain psychodynamics which gave mean- 
ingfulness to the presented symptoms in 


1 From the Henry Phipps Psychiatric Clinic, 
Baltimore. 


terms of the patients’ personality functioning 
and led to an investigation of psychodynamic 
factors in cases previously admitted to the 
clinic. The records of 3 patients with this 
syndrome were examined and case abstracts 
are reported and discussed here.” 


Case 1.—Elizabeth G., a 28-year-old single for- 
mer factory worker, was admitted to the Henry 
Phipps Psychiatric Clinic for the first time in 
April, 1918. Her chief complaint was that of 
twitching of her face, jerking of her head, and “ex- 
plosive actions and utterances.” Her illness began 
10 years prior to admission following a frightening 
dream about robbers. A few years later she 
dreamed about a “presence” which, during waking 
hours, made her stick her tongue out at people as 
well as in church while she was saying her prayers. 
On one occasion, the patient tore her prayer books 
and another time threw a butcher knife at her 
favorite Sister in convent; shortly thereafter she 
began to call her friends abusive names. 

The patient was the oldest of 10 children of poor 
paretfts, both born in Germany. There was no 
known mental or neurological disorder in the fam- 
ily; her parents were described as excitable people 
and the father as rigid and domineering. Childhood 
and youth were uneventful and without neuropathic 
traits. At the age of 13 she turned Catholic and 
vowed not to marry because it involved sex and 
having children. In a convent school she learned 
dressmaking and subsequently worked in factories 
until 3 years prior to her first admission when she 
was forced to quit her job as a result of her dif- 
ficulties. She had always been a seclusive, perfec- 
tionistic person who did a good deal of reading but 
had few friends and interests. 

On admission to the clinic the patient talked 
quietly for awhile when suddenly without apparent 
provocation she began to shout: “You get out of 
here, I don’t want you in here!” while pounding 
the table and jerking her head in a torticollis-like 
fashion. There were no other pathological findings 
on mental examination and the patient’s general 
health was good. 

Repeated interviews proved to be unproductive. 
On the ward she entertained other patients by read- 
ing to them and appeared perfectly well adjusted 
between outbursts. During her hospital stay, the 
tics gradually decreased in frequency and intensity 
although the vocal tic assumed a more vulgar 


21 wish to thank Dr. Hans Loewald of Baltimore 
for permitting me free access to the records of 
Case 4. 
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character. She began to shout: “Shut up!” on 
several occasions, but at the time of her discharge 
from the hospital in May, 1918 her tic had prac- 
tically stopped. 

The patient was readmitted in January, 1926. 
She had been working as a maid and had done very 
well on her job. Her vocal tic became more fre- 
quent, however, particularly in church during con- 
fession when she spat at the priest and shouted at 
him: “Shut up, you make me God damn mad!” 
She threw things at the priest, who eventually per- 
suaded her to get more psychiatric treatment. Dur- 
ing her second hospitalization the patient talked a 
good deal more about personal matters, particularly 
her conflicts about sexual cravings. She felt quite 
guilty in not having confessed her sex experiences 
such as masturbation to the priest. Upon discharge 
from the hospital in March, 1926, she was some- 
what better but her tics soon returned, accompanied 
by odd behavior such as collecting old screws, 
washing her hair all day long, and excessive re- 
ligious preoccupation. She eventually was com- 
mitted to a state hospital with the diagnosis of 
paranoid schizophrenia and has remained an in- 
mate of the hospital ever since. According to a 
recent report her condition has deteriorated con- 
siderably. 


Case 2.—John D. E., a 17-year-old boy, entered 
the Henry Phipps Psychiatric Clinic in September, 
1929, because of spasmodic inarticulate noises in his 
throat and spasmodic jerkings of his body. These 
symptoms first appeared 2 weeks following a tonsil- 
lectomy and adenoidectomy without anesthesia at 
the age of 9. The throat noises were most marked 
during meals at first and other jerkings soon fol- 
lowed. The patient was also seen to take sudden 
skipping-like steps while walking and also to blink 
his eyes a good deal. In 1927, when the patient 
thought that his sister would die as the result of 
an antitoxin injection his condition became much 
worse and the jerkings spread all over his body. 

The patient’s birth was normal. His parents were 
said to have been in good health and there was no 
family history of neurological or mental disorder, 
except for a maternal uncle who was said to have 
been “shellshocked” during the war. The patient 
was enuretic up to the age of 4, vomited frequently 
between 7 and 10, and was an obedient, well-behaved 
boy. His personality changed a good deal at the 
onset of his tic; he became more irritable, angry 
at restrictions, and wanting to have his way all 
the time. 

Upon admission, the patient was in a cheerful 
mood. He was observed to make sudden spasmodic 
noises which sounded as if he were about to vomit. 
Various parts of the body went through jerking 
movements which became more pronounced when 
the patient was more excited. There was frequent 
involvement of the anterior muscles of the neck 
but also jerkings of the extremities and the entire 
body. Physical and neurological examinations were 
negative except for the above-described observa- 
tions. Routine laboratory findings were within 


normal range; a fluoroscopic examination of the 
chest showed bilateral spasmodic contractions of 
the diaphragm during one of the attacks. 

The patient stated the complaint as follows: “I 
make peculiar noises in my throat. It hurts me. I 
say dirty things which I should not say.” It was 
learned that at the time his symptoms first de- 
veloped the patient had shown a rebellious attitude 
against his parents’ wishes. “Mother used to tell 
me: Shut up and get out of here!” During attacks 
the patient frequently shouted: “Shut up and get 
out of here.” On the ward he was untidy and re- 
fused to accept or to respect authority; on days 
when his parents visited his tics increased in fre- 
quency and intensity, involving the musculature of 
the pelvis as well. 

Treatment was directed toward “desensitization” 
of the patient and mainly focussed on his symptoms. 
He was given increasing responsibilities with a re- 
sulting decrease in his symptoms, which were en- 
tirely absent during the night. It was noted that 
the patient was little concerned over his illness but 
expressed an eagerness to get well. An attempt 
at isolation in his room produced increased vul- 
garity and swearing but when the patient was kept 
occupied the tics almost disappeared. He continued 
to shout when outside of his room and began to 
use such words as “God damn, hell.” 

Additional psychological evaluations such as the 
Jung association test and Rorschach added but 
little to the clinical observations. Subsequent to 
the patient’s discharge in April, 1930, notes of in- 
quiry remained unanswered. 


CasE 3.—The patient, a 37-year-old colored mar- 
ried housewife was admitted to the outpatient de- 
partment of the Henry Phipps Psychiatric Clinic 
in September, 1946, where she told the following 
story: 

Five months after the birth of an unplanned child 
in June, 1945, she developed mild confusion and lost 
weight as the result of poor appetite; her sleep 
became disturbed by early morning awakening; 
and she began to experience a “gush of air from 
the voice box” which caused her to involuntarily 
utter curse-words in a loud whisper. She also oc- 
casionally believed the ticks of her clock to be 
curse-words and on one occasion heard something 
within her say: “Damn the Bible, curse God!” 

The patient was born in South Carolina, the old- 
est of 7 children of healthy parents. There was 
no family history of mental or neurological disorder. 
She had not been a healthy or strong child, had 
frequent attacks of headache, and did not play 
much with other children. She completed the sev- 
enth grade as the top pupil of her class and did 
housework off and on until she married her present 
husband at the age of 20. Her sexual adjustment 
was poor and had become worse during her present 
illness. During her first pregnancy the patient was 
in good health except for occasional nausea. In 
her social relations she had always been somewhat 
stand-offish and reserved. 

When the patient was first seen she was coopera- 
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tive and expressed eagerness to get help. She ap- 
peared tense and was somewhat distractible. Her 
vocal tic was readily noticed and occurred about 
every 5 minutes although it was said to occur more 
frequently when she was alone. Occasionally it was 
accompanied by spasmodic shrugging of her shoul- 
ders. Physical, neurological, and intelligence ex- 
aminations were normal. 

Outpatient treatment was begun with 2 to 3 inter- 
views per week. With a modified analytic method 
of free associations and dream interpretations the 
patient managed to verbalize several important con- 
flicts such as her tremendously hostile feelings to- 
ward her husband ever since the latter had acquired 
a pool parlor and had taken to heavy drinking. She 
began to improve soon and felt sufficiently com- 
fortable to bring up the topic of her ambivalent 
feelings toward her father, from whom she had re- 
ceived considerable emotional support on one hand 
and who was very forbidding at the same time. 
After 32 interviews the patient announced herself 
symptom-free and told of having persuaded her 
husband to convert the pool parlor into a grocery 
store. Treatment was terminated after 2 more in- 
terviews and resulted in almost complete sympto- 
matic improvement. Subsequent reports indicated 
that she was still symptom-free 10 months after 
discharge from the clinic. 


Case 4.—Walter S. was first seen in the out- 
patient department of a Baltimore hospital in Feb- 
ruary, 1940. He was then 14 years old and had 
immigrated from Germany the month before. The 
patient complained of involuntary brief sounds 
which were produced by his larynx and varied in 
pitch and intensity. Although he had been trying 
to suppress them the sounds came out anyway. 
The boy reported that the symptoms started 2 days 
after he had been attacked by a bigger and stronger 
Nazi boy in Germany. He resisted violently but 
his attacker sat on his chest and prevented him 
from calling for help; he added, however, that he 
would not have yelled out anyway since he did not 
wish to worry his father unduly. (The boy’s father 
stated that his son very rarely betrayed his inner 
feelings as a result of what he called excessive 
pride.) There were no other symptoms or com- 
plaints. Physical and neurological examinations 
were negative. The boy appeared quite cheerful 
and not unduly concerned about the tic, which oc- 
curred quite frequently during the examination but 
was absent during sleep. The patient was advised 
not to suppress the tic and after several consulta- 
tions with the psychiatrist it improved so much 
that he was able to start with school. He enjoyed 
his work there and his condition became even 
better. The patient was again seen in September, 
1940, shortly after an automobile accident in which 
he sustained severe fractures of the extremities 
but no head injuries. His laryngeal tic had become 
much worse and he was heard to shout “kusch” 
on several occasions (German slang term for ‘keep 
quiet’). It was also noted that he nodded his head 
and blinked his eyes in a tic-like fashion. Although 
the patient continued to enjoy school his vocal 


tic made it impossible for him to remain there, es- 
pecially when it developed the quality of obscenity, 
expressed in English as well as German. In June, 
1941, the patient was referred to the Mental Hy- 
giene Society of Baltimore, where the following 
information was obtained: The patient was the 
older of 2 children, had a normal childhood and 
development and no neurotic difficulties in the past. 
His father was the domineering figure in the 
family; he was friendly but rigid and appeared 
reluctant to give his son any degree of indepen- 
dence. There was no history of mental or neuro- 
logical disorder in the family. The mother was 
described as a submissive, passive person who had 
very little influence in the household. 

A revised Stanford-Binet revealed a mental age 
of 13 years 11 months. He gave the impression of 
being a bright and responsible person who seemed 
resigned to the tic and showed no particular signs 
of maladjustment other than the tic. He did not 
talk spontaneously about any past traumatic ex- 
perience and seemed somewhat dull emotionally. 
Jerking movements of his arms and legs were ob- 
served but they were not very prominent. 

Upon recommendation by the psychiatrists the 
boy was transferred to night school but his tic in- 
terfered with the classes to such a degree that he 
had to drop out of school entirely. Little was 
heard of the patient subsequently except that he 
accepted a job as a clerk and had continued to 
function pretty well in this capacity even though 
his tic showed but little improvement. 


Case 5.—Theodore D., a 21-year-old single man 
of Syrian extraction and Greek Orthodox faith was 
admitted to the Henry Phipps Psychiatric Clinic in 
April, 1947, and discharged in June of the same year. 
His presenting complaint was the compulsion to 
jerk his arms, legs, trunk, and head and to shout 
the words: “Hope not! Right! Yes! Death! Right! 
Shut up!” Upon the completion of such an out- 
burst he frequently slapped his abdomen in a com- 
pulsive fashion. The illness started 24 years ago 
and had increased in severity since. According to 
the patient, the precipitating event occurred at sea 
aboard a naval transport. One day, during Gen- 
eral Quarters, the patient began to think of his pos- 
sible death and how it would affect his mother. 
He was behind an anti-aircraft gun and together 
with other crew members was shouting at an 
imaginary Jap target, using vile words. He began 
to jerk all over his body and his attempts to con- 
trol the movements made them worse. When he 
was hospitalized in a navy hospital he received 
sleep treatment for 10 days; the jerking move- 
ments continued, however, and in addition he com- 
pulsively began to whisper the words which he 
now shouts. After discharge from the Navy and 
his return home, the tics became worse and made 
it impossible for him to keep a job. He felt so 
embarrassed about his symptoms that he stayed at 
home most of the day. 

The past history as obtained from the patient's 
parents indicated that Theodore, when a young 
child, had always been very obedient and had tried 
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to please his parents. He was well-behaved, neat, 
and no problem of management. There was no 
history of neuropathic traits. After he entered 
school his attitude changed; he disliked studying 
but enjoyed sports. At times he was a problem be- 
cause of his frequent fist fights. He had always 
been more of a follower than a leader and was at 
all times unduly concerned about approval from 
his parents. The patient denied having had jerking 
tics prior to the episode aboard ship, but it was 
learned from one of his sisters that, since the age 
12, he had the habit of slapping his abdomen for 
no apparent reason, the episodes occurring in well- 
circumscribed attacks. 

The patient’s parents came to the United States 
from Syria; his father was a sign painter but was 
recently ordained as a priest in the Greek Orthodox 
faith. He was a stern, scholarly, ethically minded 
man who frequently quarreled with his wife, whom 
he considered his intellectual inferior. He was con- 
stantly urging the patient to improve his education. 
The patient’s mother spoke very little English; 
she cried frequently and worried considerably about 
her children. The patient’s siblings were in good 
health and there was no history of mental or neuro- 
logical disease in the family. 

Physical and neurological examination and rou- 
tine laboratory tests were all within normal limits. 
Spinal fluid examination revealed normal pressure, 
cell count, protein, and a negative Wassermann 
reaction. A Wechsler-Bellevue intelligence test 
showed an I.Q. of 89 with a marked discrepancy 
between verbal and performance showings, the latter 
being superior to the former. A word association 
test (Rappaport) indicated a normal percentage 
of popular responses. The Rorschach protocol in- 
dicated inhibition, poor integrative ability, and little 
abstraction. Obsessiye trends were observed with 
perseveration and body preoccupation. There were 
concealed aggressive responses and fears of cas- 
tration as expressed by responses involving body 
mutilation. An EEG revealed normal activity and 
a conditioned reflex evaluation showed no abnor- 
mality in the conditioning ability. 

On admission, Theodore was a well-developed 
young man who showed the explosive tics every 
minute or two. He seemed obviously embarrassed 
whenever an outburst occurred and told of trying 
very hard to keep from having one. He expressed 
the fear that other patients on the ward would not 
accept him because of his tic but the harder he 
would try to suppress it the stronger it would come 
out. The tics occurred more frequently when he 
thought about them and then suddenly ideas would 
enter his mind to shout such words as: “Hope not. 
Hope you die, you bastard. Hope you die mother. 
Hope not, shut up! Shut up, you skunk!” In order 
to suppress them he would shout: “Hope not, shut 
up ! ” 

In spite of the very loud shouting and the start- 
ling effect his outbursts had on other people, the 
patient was very well accepted by the nurses and 
fellow patients. His tics disappeared during the 
night but became much more frequent during visits 
by his parents. In his interviews with the therapist 


they decreased in intensity and frequency as long 
as direct techniques of interviewing were employed 
An attempt to use the free association method re- 
sulted in an almost continuous shouting. While 
in the hospital it was observed that the patient de- 
veloped new motor tics. He frequently jumped up 
in the air while slapping his abdomen with both 
hands. As time went on, the content of his shout- 
ing became more and more obscene and one day he 
told his doctor that he felt like saying ‘fuck you.” 
The next day he began to shout “fuck you” mixed 
with many “shut-ups.” On several occasions, par- 
ticularly when talking to doctors on ward rounds. 
the patient showed a tendency to compulsively re- 
peat the last word the doctor happened to say. 

The therapeutic strategy was at first to encourage 
the patient to take part in as many activities in the 
hospital as desired and not to try to suppress the 
tics. He moved about the hospital premises with- 
out restrictions and although he startled some people 
with his sudden outbursts, he was gradually pretty 
well accepted by nearly everyone. After 2 months’ 
treatment as described above, the patient said that 
he felt much happier even though there was little 
change in the frequency and severity of the vocal 
outbursts. On the other hand, it was observed 
that his embarrassment over the tic had decreased. 
In order to offer the patient the opportunity for 
some symptomatic relief it was decided to isolate 
him in his room for a certain period; however, he 
soon became dissatisfied with the restrictions and 
left the hospital prematurely. 


GENERAL DISCUSSION 


Definition.—Gilles de la Tourette’s disease 
is a “nervous affliction characterized by 
motor incoordination, accompanied by echo- 
lalia and coprolalia”(1). Other names of 
the disorder are: maladie des tics(6), maladie 
des tics convulsifs(7), maladie des tics im- 
pulsifs(5, 3) maladie des tics des dégénérés 
(8) koordinierte Erinnerungskraempfe(9Q), 
mimischer Krampf(10) myospasia impul- 
siva(II). 

Prevalence and Incidence.—Cases have 
been reported from different parts of the 
world. The “jumpers of Maine” as described 
by Beard(12), the “latah’” of Malaya re- 
ported by O’Brien(13), and the “myriachit” 
of Siberia as observed and recorded by Ham- 
mond(14) were considered by Gilles de la 
Tourette as being examples of the maladie 
des tics. A peculiar disorder that occasion- 
ally occurred in Germany named “Schlaf- 
trunkenheit” is said to be related to that 
disease(2). In addition there are some case 
reports from other parts of Europe and the 
United States. It occurs in all climates and 
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latitudes, affects both sexes in equal fre- 
quency, and shows no prevalence among 
any one profession or class(1). The onset 
is usually in childhood before the age of Io. 

Etiology.—The etiology of the disorder 
is disputed ; many authors emphasize heredi- 
tary factors as important (Gilles de la Tou- 
rette, Koester, Oppenheim, 15), others the 
presence of organic brain disease(14, 17, 9, 
5, 4). Emotional trauma as the precipitating 
event is mentioned by various investigators 
(1, 7, 10, 8). Other psychogenic factors 
such as conflict between the repressive 
force and instinctual processes are said 
to be of etiologic significance(4), and the 
importance of mental disorder in the 
development of the tics is stressed by some 
authors(19). 

Morbid Anatomy.—So far as this author 
could determine there is no report of a post- 
mortem examination of a case of Gilles de la 
Tourette’s disease on record. Findings on 
clinical examination generally did not support 
the theory of presence of organic changes in 
the brain. Mahler and Rangell(4) felt that 
“there is a constitutional inferiority of the 
subcortical structures producing physiologi- 
cal dysfunction, rendering the individual de- 
fenseless against overwhelming emotional 
and psychodynamic forces.” Friedreich(9) 
believed that an original stimulus affects the 
ganglion cells of the cortex in such a way 
that it becomes stored there and is then re- 
peated either spontaneously or by external 
stimulation. Bresler(10) was of the opinion 
that the motor centers become strongly in- 
nervated by a psychic stimulus and a surplus 
of stored psychic energy. Koester(5) ex- 
pressed the opinion that as a result of ex- 
haustion of inhibitory centers the threshold 
for stimulation of the lower centers is de- 
creased, which in turn results in the appear- 
ance of symptoms even upon mild stimula- 
tion. The psychic manifestations are ascribed 
to the “‘exhaustion of association centers.” 
Hammond(14) stated that “convulsive tic 
is unquestionably of cerebral origin and deals 
with the irritability of the cells connected 
with the affected muscles such as those of the 
basal ganglia, motor cortex, pons or medulla.” 

Symptomatology.—According to Gilles de 
la Tourette(1) the first symptom is that of 
motor incoordination, such as jerkings of the 


face, arms, legs, or other parts of the body. 
The motor movements are characterized by 
suddenness of onset and rapidity of disap- 
pearance. They are frequently brought on by 
strong emotional stimuli or noises and usually 
disappear during sleep. Febrile illnesses may 
diminish them and occasionally there is a 
period of remission. In some instances the 
entire illness consists of the motor component 
alone but as a rule this is only temporarily 
the case. Eventually during a motor move- 
ment, outcries will become manifest which 
are inarticulate at first but gradually assume 
the character of words or groups of words. 
The outcries may be echolalic and the move- 
ments echokinetic in quality. The symptom 
which is considered pathognomonic is copro- 
lalia, t.e., the sudden utterance of obscene 
words or entire sentences. Koester(5) stated 
that most authors agreed that the symptoms 
were to a certain extent influenced by the 
will and that they resembled closely acts of 
everyday life. Guinon(21) disagreed with 
Gilles de la Tourette’s(1) contention that the 
motor movements were incoordinate. Op- 
penheim(16) supported that view while 
pointing out the difference between them and 
voluntary movements in so far as the former 
were purposeless, repetitious, and impulsive. 
In most reported cases the physical and 
mental status were entirely normal, while 
others showed a tendency toward mental de- 
terioration resulting in psychotic illness with 
delusions and_ hallucinations. Guinon(21) 
expressed the opinion that the motor tics, 
vocal tics, and delusions appeared to be of the 
same nature and origin even though different 
in degree of severity. Morton Prince(20) 
observed in his patient that the tics were 
most prominent when he tried to suppress 
them; he therefore believed the disorder to 
be in the nature of a “fear psychosis.” In 
some instances coprolalia appeared at first 
in form of mental coprolalia, 1.e., the patient 
thought of the obscene words but did not 
pronounce them(4, 19); eventually the 
thoughts changed into explosive utterings. 
Diagnosis ——Most authors, considering 
Gilles de la Tourette’s disease an organic ill- 
ness, emphasized the need for its differen- 
tiation from such psychogenic illness as hys- 
teria. Wilder and Silbermann(17) believed 
that a cure by systematic psychoanalysis 
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would be a useful means for differentiation 
diagnosis. Guinon(21) stated: “If one com- 
pares hysterical phenomena with the ones 
observed in the maladie des tics, one can 
readily see that there hardly exists a well- 
defined difference between the two.” He 
added that, in his opinion, hysteria followed 
an emotionally charged event while this was 
not the case in the maladie des tics. Echolalia 
might be present in both, coprolalia, delu- 
sions, and mental deterioration were found 
only in patients with the maladie des tics. 

Meige and Feindel(19) were opposed to 
the careless classification of many tics as 
belonging to the Gilles de la Tourette’s dis- 
ease. They urged that this diagnostic label be 
reserved to those disorders in which the 
characteristic symptoms and signs developed 
in typical chronological order, beginning in 
childhood and progressing into adulthood, 
with increasing mental symptoms preceding 
the “true” psychosis. 

Treatment.—With the exception of a few 
cases reported, the employed treatment meth- 
ods had been entirely symptomatic. Gilles 
de la Tourette(1) prescribed tonics, seda- 
tives, hydrotherapy, static electricity, and 
isolation of the patient, the latter having been 
most beneficial even though producing tem- 
porary improvement only. Hammond em- 
ployed conium and static sparks with some 
positive results. 

Probably the first attempt at intensive 
psychotherapy was made by Wilder and Sil- 
bermann(19) ; however, they too were largely 
concerned with whether the disorder was or- 
ganic or functional in origin. Mahler and 
Rangell’s case(4) showed only slight im- 
provement after 24 years of intensive psycho- 
therapy. 

Prognosis.—Most authors agreed that the 
prognosis was unfavorable(1, 4, 19), though 
there was no danger to the life of the patient. 
On the other hand there are few follow-up 
reports of the published cases available and 
their final outcome is unknown in most in- 
stances. 


DiIscussION OF CASES 


Case 1.—As the oldest of 10 children of German- 
born parents the patient had a special position of 
responsibility in the family setting. She was aided 
in her task by an early developed obsessive per- 


[ Oct. 
sonality trend, thereby trying to live up to the 
standards set by her rigid father. Her attitude to- 
ward sex was determined by this factor as well, 
coming into direct conflict with her sexual impulses. 
Her conversion to Catholicism and her vow not 
to marry constituted an attempt to solve the conflict 
by an outwardly rigid adherence to a religious 
faith but she did not succeed in achieving this aim; 
she began to stick her tongue out at people who 
represented it but dissociated herself from her ac- 
tions by attributing them to a “presence.” Because 
of overwhelming guilt feelings over masturbation, 
the confessional became intolerant to her, resulting 
in violently aggressive outbursts which, by nature 
of their compulsiveness, lost some of their prohibi- 
tive meaningfulness. At the same time, because of 
her explosive outbursts, he 
deteriorated, thereby creating the basis for a psy- 
chotic withdrawal. The nature of her motor move- 
ments indicated that they too might have served 
to express hostile feelings in a grotesque fashion. 


*r social relationships 


Case 2.—This case illustrates the development 
of the symptoms at a time when the patient began 
to rebel openly against his parents, particularly his 
mother. Although previously a well-behaved boy, 
he had shown neurotic manifestations in form of 
enuresis and vomiting since birth. The compulsive 
shouting had the quality of gagging at first, re- 
sembling vomiting, thus continuing the earlier 
pattern; eventually the sounds assumed the char- 
acter of words, repeating in an echolalic and mock- 
ing fashion various commands given by his mother. 
The alleged onset and exacerbation of his symptoms 
coincided with events highly charged with anxiety 
about his threatened security and also possibly guilt 
feelings about ambivalent attitudes toward his 
sister. The patient’s lack of concern over his illness 
was pronounced, but the severity of the symptoms 
was definitely influenced by the presence or absence 
of his parents. The fact that their intensity was 
most marked during meal times together with the 
manifestations of vomiting and enuresis point to- 
ward a gradual increase in the patient’s rebellious 
attitude, which eventually resulted in the tic, the 
compulsive nature of which enabled him to free 
himself from the personal responsibility of open 
defiance. 


Case 3.—An intelligent, striving 38-year-old 
woman, an oldest child, developed a marked ob- 
sessive, perfectionistic personality trend early in 
life as a result of her relationship with her strict 
and rigid father. When she married she carried on 
by means of her perfectionism as long as her hus- 
band’s actions did not violate her own rigid stand- 
ards. When he became involved in a pool parlor 
business she was seething with hostility but could 
not express it as a result of her strict and rigid 
upbringing. When the hostility became intolerable 
following the birth of an unwanted child, she dis- 
placed it from her husband onto the church, which 
through its teachings prevented her from doing so 
more directly. Therefore: “Curse God. Damn the 
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Bible! ”’, accompanied by the above described motor 
movements. The patient’s reference to the ticking 
of the clock as sounding like curse words consti- 
tuted an attempt to free herself of guilt by pro- 
jection onto an impersonal object. 

During the early phases of therapy the patient 
was unable to discuss the conflicts but as her re- 
lationship with the therapist improved she developed 
increasing understanding of her problems while 
gaining sufficiently in self-confidence to take up 
controversial issues more directly with her husband 
instead of resorting to displaced and partially sup- 
pressed expressions of hostility by means of her tics. 

This case is different from the others mentioned in 
that the onset of the illness was at 36 and also that 
the patient recovered from the illness. The ques- 
tion might be raised if one deals here with Gilles 
de la Tourette’s disease at all, particularly since 
there is no case on record which showed such 
marked improvement. It is the author’s opinion 
that the symptomatology is typical of the disorder 
described by Gilles de la Tourette as it has all the 
features described by him as pathognomonic(1). The 
successful treatment of this case perhaps encourages 
one to adopt a more optimistic attitude in dealing 
with such patients. The therapist made a special 
effort in this case to utilize the knowledge gained 
from understanding the meaningfulness of the pa- 
tient’s symptomatology; however, the therapeutic 
strategy was not concentrated on symptomatic relief 
as such. 


CasE 4.—The patient’s illness started with a vocal 
tic when he was 12 years old. While being at- 
tacked by a stronger boy he refused to call for help 
supposedly in order to protect his father, a rigid 
and domineering man, from worrying about him. 
In the past, the boy had rarely expressed his feel- 
ings, mainly because he was afraid and ashamed to 
do so in front of his father. The compulsive nature 
of the vocal sounds might very well have repre- 
sented a way of belittling his wish to be helped by 
presenting it in a repetitiously stereotyped fashion 
and at the same time have served as a means to ex- 
press hostility against his father in a distorted 
way. The automobile accident with resulting in- 
crease in his need for dependence on his father 
heightened his feelings against him and they also 
became more conscious to him. By telling himself 
compulsively “kusch,” he censored himself even 
though he felt a strong urge to express hostility. 
Eventually, in addition to doing so by means of 
motor movements, aggressiveness came out in the 
form of obscene words, which by nature of their 
compulsiveness lost some of their personal mean- 
ingfulness. The treatment employed the Beta- 
Dunlap “desensitization” method, which entailed the 
free expression of the words that the patient tried 
to suppress. The results were good until the symp- 
toms showed exacerbation following the accident. 
One of the factors which probably interfered with 
the treatment was the patient’s apparent lack of 
concern and possibly also the factor of compensa- 
tion; treatment was discontinued by the patient 
before more intensive therapy could be undertaken. 


2 


Case 5.—The patient is the son of a strict, for- 
bidding priest and an oversolicitous, nagging mother. 
As a child he was well-behaved and obedient and 
always tried to please his parents. He began to 
show signs of a rebellious attitude when he failed 
to live up to his father’s scholastic expectations of 
him and developed a tic which resembled self- 
punishment for hostile impulses by slapping his 
abdomen. The event described by the patient as 
the precipitating one offered him an outlet for hos- 
tile feelings which he had experienced in the past 
in relation with his parents with the resulting feel- 
ings of guilt. Thus the content of the vocal tic: 
“Hope you die, mother, shut up!” illustrates at 
the same time the hostile outburst and self-censure. 
The occasional echolalia may have been an attempt 
on the patient’s part to minimize the importance 
and significance of the utterings by repetition. It is 
not clear, however, why the quality of the vocal 
tic changed to become more obscene. One might 
speculate that the use of obscene words, which is 
not too infrequent in the everyday language of 
certain groups in a way makes the vocal outburst 
less personal and gives it more the appearance of 
a general comment than the ones that are charged 
with emotional significance in terms of important 
personal relationships. 

Psychiatric treatment consisting of unlimited 
freedom of activity within a hospital setting to- 
gether with individual psychotherapy resulted in 
greater comfort for the patient though the symptoms 
changed but little; as soon as some restrictions were 
imposed he grew restless and left the clinic pre- 
maturely before a more careful evaluation of the 
results could be made. 


CoMMENT 


Of the five cases here reported one is an 
immigrant from Germany, his parents having 
been born in Germany also (case 4); two 
patients (cases 1 and 2) are American-born 
of German-born parentage; one (case 5) 
American-born of Syrian parentage, and one 
patient is an American Negress (case 3). 
The sex distribution is 3 males and 2 females, 
the age of onset between 9 and 36, with 4 
cases showing the first symptoms before the 
age of 20. The shortest time between the on- 
set of illness and the beginning of treatment 
is one year, the longest Io years. 

Although there is evidence of emotional 
maladjustment among members of the family 
in 3 cases, the factor of heredity does not 
seem to be significant. On the other hand, 
in all instances, one of the parents assumes 
a definitely domineering role in relationship 
with the patient, in 4 cases it being the father 
and in one the mother (case 2). All patients 
had a normal birth and early development 
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with neuropathic features in one patient only ; 
all but one are the oldest children in the 
family. There is striking evidence of an ob- 
sessive personality trend in all patients dur- 
ing the earlier years of life which changed 
considerably after the onset of the illness. 
Excepting case 3, there is a definite history 
of a precipitating event preceding the onset 
of the illness, in one case the fear of being 
attacked (which was later discounted by the 
patient and other evidence as well), in 2 
cases the actual attack, and in one a frighten- 
ing dream. The order of development of the 
symptoms shows the muscular tic to precede 
the vocal one in only 3 of the 5 cases. How- 
ever, it is quite likely that the motor move- 
ments were present before the vocal tic but 
of no concern to the patients or their families 
and therefore neither noticed nor mentioned. 
The motor movements appeared in mild 
form as twitchings or blinking of eyes to in- 
volvement of the entire body including such 
coordinate movements as skipping-like steps 
and jumping. The meaningfulness of these 
symptoms is not clear and the opinions ex- 
pressed above are mainly interpretive. Echo- 
kinesis is absent in all patients; however, 
echolalia is evident in 2 cases (cases 2, 5) 


ms, 


and probably present in 2 others. The echo- 
lalia shows considerable meaningfulness in 
terms of the patients’ personal relationships 
particularly toward the authority figure either 
in the family (case 2), or in the hospital 
(case 5), having the character of mocking 
and ridicule, which loses to some extent its 
hostility-charged quality by the process of 
repetition and thus becomes more acceptable 
to the patient and the environment as well. 
The symptom considered pathognomic of 
Gilles de la Tourette’s disease, that of copro- 
lalia, is present to a varying degree in all 
cases and that of copropraxia (compulsive 
vulgar acts) in one (case 1). The content of 
the utterings involved profanities in the true 
sense of the word, “shut ups,” or their equiv- 
alent, and popularly used four-letter words. 
In case 5, the transition from mental copro- 
lalia to actual coprolalia is clearly demon- 
strated. Although in most instances the 
meaningfulness of the utterances had not 
been entirely understood, it is likely that 
they represented unacceptable hostile ex- 
pressions against an authority figure as well 


as an attempt to suppress them. (“Shut up” 
is meant for the patient himself.) It is note- 
worthy that several patients appeared more 
comfortable at a time when the vocal tic had 
assumed a more coprolalic quality. One 
might speculate that the change represented 
a form of depersonalization or dissociation 
by directing the personal hostile element 
away from its object to a broader and more 
general expression of hostile feelings by 
means of vulgar language. Although the pa- 
tient might become less acceptable to the en- 
vironment thereby, he seemed to become 
more acceptable to himself. This view is 
supported by Meige and Feindel(19) who 
stated that “in the presence of a person be- 
fore whom we would be aware of the wisdom 
to contain ourselves, vile words, if there is 
an inner need to say them, might appear dis- 
torted and disguised.” On the other hand 
one must keep in mind that the patient sac- 
rifices his social acceptance for the sake of 
preserving a relatively tolerable attitude to- 
ward emotionally significant persons with the 
resulting increase in the feeling of rejection 
by the group; thus the basis for a psychotic 
withdrawal is established and may be of con- 
siderable importance in the psychotic de- 
velopments which so frequently take place 
in these patients. It appears worthwhile to 
note the similarity of certain signs and symp- 
toms of Gilles de la Tourette’s disease and 
those observed in schizophrenia. Repetitive 
muscular jerkings are not very different 
from schizophrenic mannerisms, and the 
stereotype of echolalia and echokinesis re- 
semble the stereotyped speech and actions so 
frequently observed in catatonic states. The 
same applies to the use of obscene words 
which is not too uncommon in schizophrenic 
excitements. 

In none of the cases presented is there 
either clinical or laboratory evidence of or- 
ganic involvement of the central nervous 
system. Psychometric tests reveal average 
intelligence and, in the cases in which pro- 
jective psychological techniques were em- 
ployed, the results in no way indicated or- 
ganic brain disease. In past case reports, 
considerable emphasis was placed on such 
organic factors, while, with few exceptions, 
psychodynamic formulations were corres- 
pondingly neglected. Without wishing to ig- 
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nore organic factors it is the author’s opinion 
that in Gilles de la Tourette’s disease, as well 
as in any other disorder, the separation of 
the two factors is not only artificial but fre- 
quently deprives the patient of receiving 
prompt and proper therapy. The zealous 
search for cause, helpful as it might be for 
the better knowledge of an illness, often 
keeps the doctor from utilizing his under- 
standing, if present, of the meaningfulness 
of the patient's symptoms in terms of person- 
ality functioning for the purpose of active 
psychiatric therapy (22). 

The treatment employed in the cases re- 
ported here was symptomatic in two cases 
(1 and 2) with no improvement. In one case 
(4) it was terminated prematurely with some 
improvement. In case 3 the patient recovered 
from her illness after 36 therapeutic inter- 
views. In one case (5), treatment continued 
for two months but was prematurely termi- 
nated by the patient. It is noteworthy that 
the best results were obtained in those pa- 
tients who came for treatment relatively early 
after onset of the illness (one and 2 years in 
cases 3 and 4 respectively), while in case I, 
where the interval was Io years, the mental 
deterioration seemed most marked and rapid. 


SUMMARY AND CONCLUSIONS 


1. Gilles de la Tourette’s disease is a rela- 
tively uncommon disorder, there being only 
4 cases on record among approximately 9,000 
inpatient and 50,000 outpatient admissions 
to the Henry Phipps Psychiatric Clinic. 

2. In 4 of 5 cases the patient was either 
foreign-born or first generation American- 
born. One of the parents was rigid and domi- 
neering, it being the father in four of the 5 
cases. 

3. The patients were all obedient, well- 
behaved, and somewhat perfectionistic as 
children but showed a marked change in be- 
havior at the time of onset of the illness. 

4. In all instances a history of a precipi- 
tating event was given; however, there was 
evidence that, in some patients at least, the 
symptoms were present prior to this event. 

5. Although the meaning of the motor 
movements was not entirely understood, the 
symptoms of echolalia and coprolalia ap- 
peared to be related to certain attitudes the 


patient had toward one or both parents (or 
husband) and also constituted an attempt to 
suppress their expression. 

6. Inasmuch as coprolalia interferes with 
the patient’s acceptance by his environment, 
even though it might temporarily decrease 
his anxiety over his hostile feelings, a basis 
for a psychotic withdrawal is established. 

7. There is considerable resemblance of 
the clinical manifestations of Gilles de la 
Tourette’s disease to the symptomatology of 
schizophrenia, particularly as regards stereo- 
typed mannerisms and speech. 

8. In the cases reported here neither clini- 
cal nor laboratory examinations were indica- 
tive of organic disease. Although there was 
emotional maladjustment among some family 
members, a hereditary factor in the etiology 
of the illness appeared unlikely. 

g. Regardless of the therapist’s concept of 
etiology, psychiatric treatment should be 
prompt, aided by the useful employment of 
the knowledge gained from the understand- 
ing of the patient’s symptoms in terms of his 
atttitudes and personality functioning. 

10. The therapeutic efforts might possibly 
be hampered by the presence of central ner- 
vous system pathology, even though this is 
hardly supported by clinical evidence; post- 
mortem examination should prove helpful to 
throw more light on this matter. 
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LYMPHOCYTES IN THE PSYCHONEUROSES * 


PRELIMINARY OBSERVATIONS 


HARLEY C. SHANDS, M.D., ann JACOB E. FINESINGER, M. D.? 


Our interest in the lymphocytes has been 
stimulated by several observations in recent 
years which indicate that the number of 
circulating lymphocytes is determined in 
part by the body’s response to conditions of 
stress. Since one of the prominent clinical 
features of the psychoneuroses is the com- 
plaint of distress out of proportion to any 
pathological findings, we wondered if there 
might be a demonstrable difference in ab- 
solute numbers of lymphocytes between psy- 
choneurotic patients and normal controls 
under various conditions of stress and of 
daily life. In this communication we would 
like to review briefly some of the background 
studies that we have done and present a few 
of the more interesting observations relating 
to the reactions of psychoneurotic patients 
to stress. 

The concept which has influenced our 
thinking in this line is the theory of the 
“General Adaptation Syndrome” as outlined 
by Selye(1). This theory states that in re- 
sponse to stress of whatever kind there occur 
both specific and nonspecific reactions. Non- 
specific reactions occur quickly when the 
body is exposed to any of a variety of agents 
capable of producing damage, and the initial 
stages constitute what Selye calls the “alarm 
reaction.” In the alarm reaction, one of the 
prominent features is the rapid and wide- 
spread reaction in the lymphocytic tissues 
and circulating lymphocytes. If the reaction 
is severe, there is a marked lymphocytopenia, 


1 Read at the 103d annual meeting of The Ameri- 
can Psychiatric Association, New York, N. Y., 
May 19-23, 1047. 

From the Department of Medicine and the 
Department of Neurology and Psychiatry of the 
Harvard Medical School and the Department of 
Physical Medicine and the Massachusetts General 
Hospital branch of the Hall-Mercer Psychiatric 
Hospital. This study was aided by a grant from the 
Baruch Committee on Physical Medicine, and was 
in part supported by a grant from the Office of 
Naval Research, Project No. XIV 05-664. 

2 With collaboration of Gregory Pincus, D. Sc., 
Mary A. B. Brazier, Ph. D., Arthur L. Watkins, 
M. D., and Robert S. Schwab, M. D. 


and the thymus and the lymphatic tissues 
over the body show marked degenerative 
changes(2). It has been demonstrated by 
White and Dougherty(3) and confirmed by 
other workers that these changes are under 
the control of the pituitary-adrenal cortex 
mechanism: the initial reaction in the produc- 
tion of adrenocorticotrophic hormone by the 
pituitary ; this causes the elaboration of adre- 
nal corticoids, which act on lymphatic struc- 
tures. The hormones particularly concerned 
in this mechanism are thought to be the 11- 
oxysteroid group (the carbohydrate-active 
hormones) (1, 5). 

A major functionof the breakdown of lym- 
phatic tissue has been shown to be the release 
to the blood of globulins contained within 
the cells(6-8). These globulins appear to 
have at least two functions: (1) antibodies 
form part of these globulins and are released 
into the circulation by this mechanism; and 
(2) they also serve as a readily available 
source of amino acids for various purposes, 
including formation of new protein and 
gluconeogenesis(g-11). The fact that the 
breakdown of lymphocytes occurs on a large 
scale, and constantly, has been suggested by 
the results of various investigators who have 
showed that the total number of lymphocytes 
in the bodies of various animals is replaced 
two to five or more times a day by the lymph- 
ocytes added to the circulation from the 
thoracic duct alone(12, 13). 

Most of the studies which have been sum- 
marized above have been done using animals 
as experimental subjects. The data in the 
literature concerning lymphocyte changes in 
human beings under various conditions have 
produced conflicting results, and the majority 
of studies of changes in leukocytes have 
been concerned with variations in total num- 
bers or in percentages of polymorphonuclear 
cells(14). Recent studies have suggested that 
there occur daily variations in human sub- 
jects which can be correlated with the 
stresses of daily living, and that the lympho- 
cyte response to these stresses and to specific 
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stress situations of a controlled nature are 
qualitatively different in normal and in psy- 
chotic individuals( 15-18). 

In assembling the data to be presented 
here, we have been interested in continuing 
and amplifying these studies as they concern 
psychoneurotic patients. The central symp- 
tom which has concerned us in these patients 
has been the frequent complaint of “chronic’”’ 
or “initiatory” fatigue. In the hope of finding 
physiological correlations with this and other 
symptoms, we have subjected a group of our 
patients to stress situations and have en- 
deavored to draw some conclusions from 
their responses to these stresses. 

In order to provide a background of ref- 
erence, we have also completed a series of 
studies of the diurnal variation in lymphocyte 
counts (the “diurnal rhythm’’) in both psy- 
choneurotic and normal subjects. 


SuBJECTS 


In the field we have been attempting to 
explore, adequate criteria for judging the 
suitability of subjects, methods, and data are 
difficult to establish. Whenever one attempts 
to draw any sort of satisfactory dividing 
line between “normal” and “psychoneurotic”’ 
subjects, one immediately comes upon the 
problem of definition. Psychoneurosis has 
been defined by various authors in terms of 
symptoms, of neurotic mechanisms involved, 
and of behavior patterns. 

In attempting to establish a useful method 
of distinguishing between normal and psy- 
choneurotic individuals for our purposes, we 
have set up arbitrary criteria on a basis of 
symptoms. We feel certain that among our 
“normals” there are a few mild psychoneu- 
rotics and perhaps a few mild psychopaths. 
As far as the patients are concerned, we 
are confident that all would be classed as 
psychoneurotic. 

The criteria for the patients have been 
relatively simple: we have used patients ad- 
mitted to the psychiatric ward with a diag- 
nosis of some type of psychoneurosis. Pa- 
tients with demonstrable physical disease and 
with psychoses have been excluded. We have 
been inclined to include mainly patients with 
complaints of fatigue because of our interest 
in this symptom as it appears in the psycho- 
neuroses. The great majority of the patients 


have had diagnoses of hysteria, anxiety 
neurosis, or mixed neurosis with hysterical 
and anxiety features. An occasional patient 
with a reactive depression or obsessive-com- 
pulsive neurosis has been studied. 

When we attempt to subdivide this group 
diagnostically in an effort to find if there is 
any difference between separate groups of 
psychoneurotic patients, it again becomes 
extremely difficult. We have been guided to 
a great extent by the opinion of the patient’s 
own doctor and of other doctors on the ward 
who have known the patient well. In the 
anxiety group we have included those pa- 
tients with fairly typical anxiety neuroses, 
and those patients with mixed neuroses 
whose primary complaints were of anxiety 
symptoms. In the “hysteria with anxiety” 
group appear those patients with predom- 
inantly conversion symptoms and conspic- 
uous symptoms of anxiety. From the hysteria 
group we have been especially interested in 
trying to separate the rare patients who dis- 
play the classical “belle indifference.” For 
want of a better term, these individuals are 
called “indifferent” hysterical patients. Pa- 
tients demonstrating a gay attitude, juvenile 
behavior, and a lack of concern with their 
presenting conversion symptom are rather 
rare in our experience. They comprise this 
group. Couched in other language, they are 
those in whom the “anxiety-sparing” func- 
tion of the symptoms works efficiently. 

Our normal group consists of technicians, 
secretaries, medical students, doctors, and 
sailors from the local U. S. Navy barracks. 
Again using symptomatic criteria almost ex- 
clusively and on a semiquantitative basis, 
control subjects were those who were work- 
ing regularly at a routine type of occupation, 
and had relatively few and mild symptoms. 
Any attempt to find other than arbitrary 
symptomatic methods of grouping these peo- 
ple as normal has been difficult. 

The ages of both patients and controls have 
varied through the usual range of the psy- 
choneuroses, 18-40. Evidence of intercurrent 
infection has caused anyone to be eliminated 
from the series. 


METHOD 


In these studies the following routine has 
been used: After the subject remained seated 
for I5 minutes, samples of blood were 
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drawn from his ear in the usual way, dis- 
carding the first few drops. A white count 
pipet was filled, then 3 pairs of cover slip 
smears were made. Two total white counts 
were done from the pipet and the resulting 
figures were averaged. The smears were 
stained with Wright's stain and the percent- 
age of lymphocytes in 100 cells in each of 
the 6 smears was determined. These values 
were averaged and the absolute number of 
lymphocytes calculated to the nearest 3 sig- 
nificant figures. The same 2 technicians have 
been responsible for all the counts. 

The agreement between the two white 
counts and three 200-cell differential counts 
has been satifactory. Only in occasional in- 
stances has the difference between the lowest 
and highest lymphocyte percentages in three 
200-cell differentials on the same specimen 
been greater than 6. In a series of 60 sets 
of smears counted jointly by the two techni- 
cians, the average difference between the 
highest and lowest percentages was 3.5. In 
a series of 10 smears counted by both techni- 
cians, the average percent difference be- 
tween technicians was 2.6 with a range from 
+17% to —8%, using the counts of one 
technician as 100%. These figures are close to 
the expected variation between leukocyte 
counts(19). In contrast to the method used 
by Elmadjian and Pincus(15) cover slips 
have been used instead of slides for making 
the smears. It is probable that a slight dif- 
ference in the results follows from this 
variation in technique. 


StrREss SITUATIONS 


We have used a variety of stress situations 
in attempting to find the best and most nearly 
reproducible ones. Changes have been made 
as we have learned more about them. We 
have been primarily interested in the induc- 
tion of stress by psychological means, and 
to this end have followed a number of pa- 
tients in the course of “stress” and “non- 
stress” interviews and following them. These 
interviews have been somewhat difficult to 
control because of the fact that each inter- 
view was done by the patient’s own doctor. 
These therapists included members of the 
house staff and medical students, and they 
varied widely in their experience and skill. 
The doctors were requested to make the pa- 


tient feel as disturbed as possible in the stress 
interviews and feel as comfortable as possible 
in the nonstress interviews. We have had 
to be content for this part of the study to 
attempt to get an estimate of the way in 
which the goal was attained by the report of 
the doctor and the appearance of the patient 
after the interview. 

There have been a variety of other stress 
situations which we have briefly investigated 
in an attempt to find the most nearly con- 
trollable and reproducible one. Among these 
were exposure to cold air, operation of a 
pursuit meter breathing air with normal and 
low percentages of oxygen, and exposure to 
anoxia. At the moment we have data on 
many of these with many of our patients, 
but as yet it is not complete enough to serve 
as more than a basis for further investigation. 


ReEsutts: I. DruRNAL VARIATIONS 


In examining the diurnal change in lymph- 
ocyte numbers, we have been impressed with 
the great variation in all of our subjects from 
day to day and from hour to hour. It has 
been possible to collect enough data on several 
groups of patients to draw an approximation 
of the mean changes during the day. In the 
female patients, several groups are well 
enough represented to draw at least tentative 
conclusions. There are 9 controls; 7 patients 
whose primary diagnosis is anxiety neurosis ; 
7 patients with conversion symptoms but 
displaying a good deal of anxiety, classed 
as hysteria-with-anxiety ; and the group men- 
tioned above, the so-called “indifferent” hys- 
terias, in which there are 4 patients. In the 
males, there are 15 subjects in the control 
group and 6 classed as neuroses. The other 
male patients formed no consistent diagnostic 
group and have not been included. 

In plotting the means from these data, it 
is possible to draw inspection lines which fit 
the data. These are shown in Figs. 1 and 2. 
There is a small but definite tendency for 
the counts to increase from 8.30 a. m. 
through the day to 9.00 p. m. The graphs 
drawn for the patients are at the same level, 
slightly above or slightly below the controls. 
There seems to be no appreciable difference 
between the patients with anxiety neuroses 
and the controls in either men or women. 
It is interesting that in the group of female 
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patients with hysteria both the patients with 
anxiety and those without show lower levels 
than the other patients and the controls. As 
a matter of speculation, we have wondered 
from this fact whether hysteria is a condition 
which perhaps differs qualitatively in phys- 


Again there is a marked 
change. In both instances the change in days 


years overseas. 


following stressful nights is a marked reduc- 
tion in the diurnal increase in lymphocyte 
number. 

In treating these data statistically to find 


iological mechanisms from the anxiety the mean increase from hour to hour during 
neuroses. the day, the results in Table 7 are obtained. 
TABLE 1 
DIURNAL VARIATION 
Male Controls—Mean Values 
Male Controls—M Val 

8:30 9:30 11:30 1:45 3:15 4:15 §:15 9:00 
2950 3020 2350 2990 4070 
2300 2540 1740 2410 2810 
2090 2470 2090 2450 2850 2950 
1430 1560 1600 1380 1180 2570 
2055 2126 1769 1833 1671 1782 
2455 2637 3137 2601 2669 2681 
2160 2060 1990 1990 2230 2445 2040 
ere 1610 1810 1570 1370 1610 1835 2170 
PAE? Ginicitncoaneds 1430 1635 1235 1790 1645 1685 1820 
1590 2110 2140 1705 1890 1840 2180 
MOM (andcrombaewes 2340 2740 3150 3605 3165 2095 3090 
vie 2155 1400 1770 2125 2210 2340 2705 
2575 2455 2695 2700 3115 3030 3310 
2495 2005 1980 1515 1420 1580 1635 
a pea 3135 3505 2005 3480 2600 790 2620 
Average of Means. 2166 2213 2272 2204 2269 2735 2446 2397 

TABLE 2 
DruRNAL VARIATION 

Male Patients—Anxiety Neurosis—Mean Values 

8:30 9:30 11:30 1:45 3:15 4:15 5:15 9:00 
OE ere 2121 2135 2405 2602 2578 2772 3065 
1593 1930 1727 1987 2100 1073 
2217 2417 1953 2117 1720 1987 2190 
1626 2016 1695 1882 2349 2478 2521 
1977 2390 2079 2717 2669 1847 
2395 3040 2505 2460 1770 2720 2970 
Average of Means. .... 1907 2321 2061 2204 2198 2206 2687 


To demonstrate the extreme lability of the 
lymphocyte response, the changes occurring 
in 2 of our female control subjects on 2 suc- 
cessive days are shown in Figs. 3 and 4. In 
the first, the subject was tense because of 
having to arise early for an important en- 
gagement and slept very poorly. The second 
night she slept very well. No other changes 
occurred in her daily routine, but the differ- 
ence in the counts is striking. The second 
subject (Fig. 4) heard after getting home 
following the last count of the first day that 
her soldier husband was returning after 2 


3ecause of the extraordinary variability pres- 
ent in both control subjects and patients, 
none of the differences are statistically signif- 
icant. There is again much more difference 
present in the groups of female patients with 
hysteria. 

There has been throughout these experi- 
ments a constant and unavoidable difference 


in experimental conditions brought about by | 


the fact that the patients have led a very 
sedentary life confined to the psychiatric 
ward while the controls have carried out 
their usual daily activities. We suspect that 
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iarked 
cays TABLE 3 
reduc- 
hocyte DIURNAL VARIATION 
Female Controlsk—Mean Values 
oO find 8:30 9:30 11:30 1:45 3:15 4:15 5:15 9:00 
during 1690 2310 2065 1940 2960 3005 2445 
tained. 1570 2510 1675 2175 2745 2100 2205 
3415 2735 2495 2960 3245 4185 4230 
2825 2450 2395 2275 2500 
a 2030 men 2675 3165 2980 2600 3000 3645 
2080 2317 2674 2470 2880 2017 
1690 1516 1916 1830 2073 1843 
2250 1805 2315 1575 2020 2070 2455 
1100 1335 1870 1540 1775 1745 1595 
Average of Means. 2181 1885 2225 2292 2207 2508 2596 2778 
TABLE 4 
DIURNAL VARIATION 
o Female Patients—Hysteria with Anxiety—Mean Values 
( 
0 8:30 9:30 11:30 1:45 3:15 4:15 5:15 9:00 
207 2018 2383 2210 2128 2198 2095 
2370 1780 2210 2305 1650 1996 1940 
1535 1625 1900 2075 2460 2925 3193 
Average of Means. .... 2258 1976 2126 2137 2170 2189 2566 
TABLE 5 
DIURNAL VARIATION 
Female Patients—Anxiety Neuroses—Mean Values 
5 8:30 9:30 11:30 1:45 3:15 4:15 5:15 9:00 
2045 3150 3385 2605 2845 2810 3490 
21 2120 2392 2608 3120 
2180 2850 2250 2717 2870 2907 
1750 1820 2065 2430 3290 
Average of Means. .... 5 I 2 2661 266 28 
ty pres- | Average of Means 2157 229 354 5 59 3259 
atients, | TABLE 6 
signif- | 
ference VARIATION 
its with Female Patients—‘“Indifferent” Hysteria—Mean Values 
‘ | 8:30 9:30 11:30 1:45 3:15 4:15 §:15 9:00 
capers 2123 1835 2230 2390 2293 2033 2300 
bout by | PE Gicessaveeeat 1243 sire 1460 1405 1548 1450 1648 2103 
a very | BE 60k85%sinnacks 2280 waka 1820 1760 2480 2395 2025 2535 
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had it been possible either to confine the 
controls or to make the patients more active, 
the differences would perhaps have been 
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greater. On several occasions where the con- 
trol subjects hurried back to the laboratory 
to arrive on time for a count, the value ob- 
tained was unusually low. 
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Elmadjian and Pincus(15) have made 
similar studies of the diurnal variations in 
normal and psychotic subjects. In their nor- 
mals there is a somewhat more marked ten- 
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dency to a rise during the day, and values 
obtained during sleep were found to be high- 
est of all. Data on 17-ketosteroid excretion 
on the same days demonstrated a similar but 
inverse variation. The psychotic subjects 
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showed as a rule higher values without a 
consistent variation. 


Resutts: II. Stress SITUATIONS 


In a series of 13 “stress” and “nonstress” 
interviews, strikingly different responses to 


cussed. There is a drop in the lymphocyte 
count, at times of a striking degree, in the 
stress as compared with the nonstress 
interview. 

In Fig. 6 there are plotted similar charts 
on 3 patients who show a delayed response. 


TABLE 7 


RATE OF CHANGE OF LYMPHOCYTES 


Mean Increase per Hour 


Number 
ues Subjects of counts Number Percent 
siate 
Female 
34 17.1 + 43.26 2.15 + 1.08 
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these 2 situations have occurred in 8 of the 
13. 

In Fig. 5, we have presented the data 
available on the most reactive of the patients. 
By the nature of the ward population, most 
of the subjects have been female. In this 
group of 5 experiments, there seems to be 
rather a uniform response (solid line) to 
emotional stresses incident to the topics dis- 


We do not know exactly how to interpret 
this rather puzzling phenomenon. The be- 
havior in 3 cases seems, because of the strik- 
ing nature of the amount of decrease after 
a latent period, to indicate that a reaction had 
been set in motion which continued after the 
termination of the stressful interview. 
Patient E. K. perhaps deserves particular 
notice here. She was a girl with typical 
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hysterical amnesia covering the better part 
of 3 years. She showed little or no demon- 
strable affect in most of her relationships and 
interviews. During the stress interview, how- 
ever, while discussing an episode in which 


LYMPHOCYTE RESPONSE TO INTERVIEWS 
PATIENTS WITH DELAYED RESPONSE 


8 ® NON-STRESS 


160. 


VALUE 


PERCENT OF PRE-STRESS 


she threw a knife at a cousin and barely 
missed him, she became extremely disturbed 
and had a hysterical semiconvulsion in which 
she clasped her hands and rocked back and 
forth with long shuddering sighs. Following 
this, at the end of the second hour there was 
a 31% drop from the prestress level. Since, 
in patients showing an initially or diurnally 
low lymphocyte count, there appears to be 
a lessened reactivity compared to patients 
with normal or high initial counts, this is 
a remarkable drop. 

In Fig. 7 we have charted the data on 5 
patients who did not respond similarly. We 
do not know how to explain the difference. 
In Fig. 8 there are plotted the mean values 
in our series of interviews as compared with 
mean values obtained in a smaller series 
of similar interviews with psychotic patients. 
It may easily be seen that the mean response 
under this type of stress is a relative lymph- 
ocytosis in the psychotic patients and a rela- 
tive lymphopenia in the psychoneurotic pa- 
tients. In the neutral interviews in both 


groups of patients the pattern of response 
Fic. 6 is about the same. 
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SUMMARY AND CONCLUSIONS 


We have studied variations in absolute 
numbers of lymphocytes under conditions 
of daily living in small groups of normal 
controls and psychoneurotic patients. There 
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seems to be little difference between the con- 
trols and patients with anxiety neuroses in 
either males or females. In the female pa- 
tients, a considerable group had diagnoses of 
hysteria, and in these the level of lymphocyte 
numbers during the day seemed appreciably 
lower than in the other groups. 

In a series of 13 pairs of stress and non- 
stress interviews, in 8 of the 13 there was 
evidence that the discussion of disturbing 
topics produced a mild alarm reaction. 
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PSYCHIATRIC PROBLEMS OF THE GERMAN OCCUPATION 


EUGENE B. BRODY, M.D. 


Department of Psychiatry and Mental Hygiene, 
Yale University School of Medicine 


Occupied Germany contains many diverse 
elements forced to live together under arti- 
ficial and insecure conditions. This situation 
is naturally reflected in individual behavior 
with reactions both of adaptive and neu- 
rotic or maladaptive varieties. 

The neurotic behavior is often precipitated 
by problems involving the interpersonal re- 
lationships between the various occupants of 


with apparently normal backgrounds, the 
stresses of the new environment contributed 
to new neurotic responses. Table 1 lists these 
patients according to the Army diagnostic 
classification most applicable to the immedi- 
ate problem. 
alcoholic contained individuals with varying 
psychological difficulties, and those patients 
listed by Army standards as inadequate or 


Thus, the group classified as 


TABLE 1 


PATIENTS SEEN FROM JANUARY THROUGH May, 10947, Listep ACCORDING 


TO MILITARY 


DIAGNOSTIC CLASSIFICATION 


Alcoholiem: (acute, chronic, DT’s). 


Anxiety reaction 


Conversion and dissociative reaction............... 
Psychosomatic reaction (GI, cardiovascular, GU).. 
Emotional instability 
Asocial, antisocial personality and aggressive reaction.... 


Chronic enuresis 


Acute situational maladjustment.................-. 


Mental deficiency 


the Zone: troops, War Department em- 
ployees of many nationalities, American de- 
pendents, and German and other civilians. 
This report describes some of the types of 
neurotic reaction to occupation life, and the 
sociological and psychoiogical factors stimu- 
lating such reactions. The cases presented 
here were selected from a series of 522 pa- 
tients seen in the neuropsychiatric section of 
an American Army station hospital in Ba- 
varia from January through May of 1947. 
Some of these were people with long his- 
tories of overt maladjustment. In others, 


286 


In- Out Depen- WDei- Mili- 
patients patients Total dents vilian tary 
41 17 58 2 56 
ee 30 21 57 10 2 45 
hoon 22 21 43 8 I 34 
a at 12 16 28 16 3 9 
5 16 2: I 2 
eae 7 13 20 2 3 15 
4 I2 16 o 10 
4 I2 10 oO I 15 
3 II 14 14 
II II I 10 
3 5 8 8 
2 5 I 6 
aia ae 3 4 7 I I 6 
5 5 0 5 
3 re) 3 3 
2 I 3 2 I 
ree 8 122 130 I oO 12 
4 39 43 I 2 
epee 8 19 27 2 I 24 
ae 186 336 522 43 18 461 


emotionally unstable, and disposed of through 
administrative channels, might under other 
circumstances have been diagnosed as neu- 
rotic. This is also true for large numbers of 
mental defectives, often of mild degree. 
Table 1 shows that approximately 8% of 
these 522 patients were American dependent 
wives, and 3.5% were War Department ci- 
vilian employees. A striking feature is the 
relatively large number of depressive reac- 
tions in the dependent group, and this be- 
comes more impressive if the large number 
of mental defectives and others seen for legal 
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and administrative reasons with “no disease 
found” is discounted. 

Between June 1947 and January 1948, 
when the writer returned to the United 
States, the trend was toward a decrease in 
the total number of psychiatric patients. This 
may be accounted for by the return of many 
of the defectives and psychopaths through 
administrative (military) channels to the 
United States. There was, however, a trend 
toward increase in the number of War De- 
partment civilians, possibly associated with 
the gradually increasing proportion of such 
individuals in Germany. 


I 


The largest group interviewed in the psy- 
chiatric clinic consisted of soldiers in their 
late teens and early twenties. The inpatients 
were all observed at length. Most outpatients 
were interviewed briefly but several were 
seen for one or more hours. All soldiers 
coming to psychiatric care were accompanied 
by considerable information in regard to their 
intelligence, military background, and ad- 
justment to Army life. 

A basic conflict was that between home- 
community ideals and life as it was lived in 
the Zone. The occupation soldier was con- 
fronted with large numbers of sexually ac- 
ceptable, easily available women, and at the 
same time was bombarded with vivid prop- 
aganda calculated to instill a fear of venereal 
disease, utilizing every vulnerability from 
nebulous dread of the future to fear of dis- 
grace at home. The tacitly accepted black 
market, the not infrequent irresponsible be- 
havior of superior officers with regard to 
conventionally illegal or immoral practices, 
and a common feeling that people at home 
were indifferent to the occupation—these 
were other disturbing elements. In contrast 
to the wartime situation, most of these boys 
had little idea of the over-all occupation pur- 
pose or of their personal mission. Their 
group loyalties were weak. They had no 
concrete goals. They had too much leisure, 
and relatively too much money for a ruined 
country, which put them at the top of the 
economic scale. 

In this situation, with unaccustomed per- 
sonal freedom from the restraining and sup- 
porting influences of their home communities 


and surrounded by a basically hostile native 
population, reactions of anxiety, guilt, con- 
version phenomena, or other maladaptive 
behavior sometimes occurred. 

The following case, somewhat more strik- 
ing than the average, was selected because it 
shows in rather clear-cut fashion the in- 
fluence of the European experience on the 
onset of symptoms. As in most of the other 
cases there is a past history of neurotic be- 
havior and of predisposing events preceding 
the occupation duty. 


Case 1.—An 18-year old white private of average 
intelligence was admitted with symptoms of anxiety, 
tension, and somatic complaints related to the 
thought that he might have syphilis. These had 
developed during the preceding 2 weeks following 
his first coital experience with a German girl. He 
recalled no earlier sexual activity except for mas- 
turbation with some guilt feelings. In spite of oc- 
casional palpitations and some cardiac anxiety before 
entering the service he had made a good military 
adjustment during 5 months in the United States. 
During his 4 months in Germany he had suffered 
from boredom, did not understand his place in the 
occupation, and wished for home. He had avoided 
“frauleins” because of fear of venereal disease, and 
had had his first experience while intoxicated. 

Under intravenous barbiturate narcosis he ex- 
pressed a great deal of guilt, stating that he had 
betrayed his parents and an idealized girl friend at 
home, and at the same time expressed much hos- 
tility against the German girl who was the source 
of his discomfort. He was never able to express 
these ideas consciously, however, and continued to 
have symptoms, although to a lesser degree, until 
he learned that he was to be returned to the Zone 
of the Interior. At this time a marked improvement 
occurred. 


This patient illustrates a maladaptive solu- 
tion to one of the most common problems of 
occupational troops: the conflict between 
fear of venereal disease and all that it implies, 
and the impulse to take advantage (while 
away from home) of the easily available 
sexual experience. This mirrored the con- 
flict in this particular patient between the 
restrictive, inhibitive influences of his family 
background, and the exposure to previously 
prohibited activity that was part of his daily 
life in Germany. A common manifestation 
of this was seen in soldiers preparing to re- 
turn to the United States who often collected 
sheaves of negative serology reports in vain 
efforts to rid themselves of unconscious guilt 
engendered by their Occupation experience. 

While the problems of the adolescent have 
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received most public notice, the “old soldier”’ 
also brought his difficulties to the psychiatric 
clinic. These men often commented that “‘this 
new Army is made up of kids,” or that 
“stripes don’t mean anything now when half- 
baked kids can get them.” Lacking the disci- 
plinary support and the goal-directed activity 
of the war, they often expressed feelings of 
futility, dissatisfaction, or depression. Under 
the conditions of the Occupation, alcohol in- 
take often increased past the point of toler- 
ance and in some cases led to overt aggres- 
sion toward Germans or displaced persons. 
Expression of aggression was facilitated by 
the fact that hostile impulses toward these 
groups, particularly the Germans, were ac- 
cepted by the troops as a routine part of 
daily life. For some of the older men, occu- 
pation duty provided a welcome relief from 
the problems of troubled home life. Among 
the “‘old soldiers” of bachelor status, many 
had volunteered to return to Germany be- 
cause they preferred foreign service and its 
economic advantages. When these men came 
to psychiatric attention, they often showed 
hypochondriacal or psychosomatic complaints 
and somewhat exaggerated ideas of their own 
importance, but they formed a comparatively 
small group. 

Occupation soldiers who were formerly 
combat men or prisoners of war often found 
the constant contact with German civilians 
intolerable. Some of them sought psychiatric 
advice because of mounting inner tension and 
the feeling that they might explode into vio- 
lent aggressive action. Others were sent in 
by their superidr officers because of irrita- 
bility and repeated hostile acts against Ger- 
mans. The ex-prisoners of war formed a 
relatively small group but were notable be- 
cause of their complaints that they had been 
promised that they would not be returned to 
Germany. They often complained of feelings 
of fear and insecurity, attributable to their 
presence in former enemy territory, as illus- 
trated by the following cases. 


Case 2.—A 26-year-old white corporal of superior 
intelligence referred himself to the clinic because of 
severe anxiety associated with his presence in Ger- 
many (alleviated during a furlough to France) and 
distrust of German civilians. He had been a prisoner 
of war in Germany, suffering considerable maltreat- 
ment, and had been assured that he would not be 
given occupation duty. There was no history of 


earlier neurotic difficulties. He was returned to the 
Zone of the Interior through administrative chan- 
nels, and when seen in the United States one year 
after the initial contact reported that he was happy 
in his job in the Army. 


CasE 3.—A 23-year-old white master sergeant 
was sent to the clinic because of severe hostile 
behavior toward the Germans and fear that he might 
kill someone if he did not get out of Germany. 
Early life had been turbulent with many fights, but 
his aggressiveness as a combat glider trooper had 
earned him rapid promotions and many decorations. 
During interviews he expressed hatred of the Ger- 
mans who he said “were becoming arrogant again,” 
and resentment toward American officers and men 
without battle experience who consorted with “frau- 
leins” and dealt in the black market. He liked Army 
life but felt that he would “go to pieces” if he were 
forced to remain in Germany. 


The first of these 2 patients is an example 
of a person who was sensitized to certain as- 
pects of the German situation, and who will 
probably continue to adjust satisfactorily in 
another environment. The hostile impulses 
of the second have their roots in his childhood 
experiences, but were given form and stimu- 
lated to expression by the German situation. 
They will undoubtedly continue to produce 
symptoms, the nature of which will vary with 
the particular environment in which he finds 
himself. 


II 

With the advent of the American wife 
upon the German scene, a new element was 
added to the practice of the occupation medi- 
cal officer. The wife frequently brought to 
Europe adjustment difficulties which had 
been with her throughout life and which were 
not appreciably modified by the changed en- 
vironment. In addition, she exhibited symp- 
toms directly related to the new milieu. In 
the absence of the accustomed energy outlets, 
the less resourceful were sometimes unable 
to establish new ones. This was emphasized 
by the increased leisure as a result of having 
servants, and it was not uncommon for a 
woman in a small community, without trans- 
portation and near few other Americans, to 
state that she did nothing but sit at home all 
day and wait for her husband’s arrival at 
night. In this situation subclinical difficulties 
of various types that had been previously 
present but unnoticed gradually blossomed 
out. The problem of coping with German 
household personnel was sometimes difficult, 
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and wives not infrequently complained that 
they found them domineering, that the man 
of the house was the center of the servants’ 
attention. In the larger American communi- 
ties, where wives were in prolonged contact 
with each other, often with little opportunity 
for outside diversion, irritability and inter- 
personal feuding sometimes resulted. 

During the long months of separation be- 
fore the wife was able to come to Europe the 
emotional attachments between married 
couples sometimes wore thin, particularly if 
they had been shallow in the first place. In 
addition most American women in Germany 
developed suspicions and hostility toward the 
“frauleins,’ who in a sense threatened their 
security regardless of whether or not there 
was actual marital difficulty. Hysterical phe- 
nomena, anxiety, and depression were the 
chief neurotic reactions to these situations. 
Drinking as a response to boredom was oc- 
casionally encountered, but no dependents 
were seen in the clinic because of alcoholism, 
per se. Preoccupation with somatic symp- 
toms and hypochondriacal complaints were 
not seen as often as might be expected, but 
comments from other services suggested that 
a significant number of women with psycho- 
logically based complaints were treated by 
the various medical and surgical clinics. 

The following two cases illustrate prob- 
lems arising from the social psychological 
environment of the occupation. 


Case 4.—A 34-year-old white housewife entered 
the hospital with symptoms of tension, depression, 


and hypochondriacal complaints, dating from her. 


arrival in Germany 5 weeks before when she had 
learned that her husband no longer loved her or 
their children, and had been going out with a “frau- 
lein.” He had been in Germany one year before his 
wife’s arrival. This patient, who had a mild reactive 
depression several years earlier, was able with sup- 
portive therapy to leave the hospital and establish 
a home in Germany. She was seen 6 months after 
the initial contact, at which time she still had oc- 
casional periods of weeping but did not regret her 
decision to stay, feeling that return to the United 
States without her husband would mean the end of 
their marriage. 


Case 5.—A 26-year-old Negro housewife was 
admitted following a suicidal attempt by drinking 
lysol. Her previous life had been that of a domestic 
servant in the South, but on arriving in Germany 
she found herself mistress of a house and two white 
German housemaids. A severe conflict developed 
when it became apparent that the husband was 


having sexual relations with one of the women, but 
he said that if one servant were discharged both 
must be, and the patient could not bring herself 
to let go of these symbols of social advancement. 
The suicidal attempt followed a beating by the 
husband during an argument about this. 


Both of these women were hospitalized be- 
cause of violent reactions to a situation which, 
in essence, might have occurred in any other 
environment. This type of situation in Ger- 
many was unique, however, because the 
“other woman” was always identified in the 
same way—as a “fraulein”—and this had 
many implications. The second case illus- 
trates to an unusually striking degree the 
type of social change which sometimes oc- 
curred when American wives came to Ger- 
many. The transition from menial servant to 
mistress of an establishment was dramatic. 
This situation occurred in modified form 
with the wives of men in low income brackets 
who had always been accustomed to doing 
their own housework and who now found 
themselves not only with one, but sometimes 
with many servants, in a position of relative 
affluence. 


Ill 


Certain factors tended to differentiate the 
psychiatric problems of civilian War Depart- 
ment employees in the Occupied Zone from 
the problems of other groups. The civilians 
had come to the Zone voluntarily, and their 
motivations for doing this were sometimes 
important. During the 5-month period the 3 
civilians seen because of neurotic depressive 
reactions were all women who had come to 
Germany in the hope that something new or 
exciting might happen to them. Others came 
because of preexisting personality problems 
that had made life difficult at home. 

The international character of the War 
Department employees, who were recruited 
from all countries of Europe, coupled with 
the traditional antagonisms between certain 
European groups, sometimes led to difficul- 
ties, particularly in their relations with the 
Germans. In addition, many naturalized 
American citizens of German birth had seized 
upon the opportunity to revisit the homeland. 
The return to a devastated country some- 
times tended to reactivate old symptoms, or 
stimulate new patterns of neurotic behavior. 
It was difficult to obtain a fair sample from 


| 
| 


290 


PSYCHIATRIC PROBLEMS OF 


THE GERMAN OCCUPATION [ Oct. 


this group because many consulted German 
physicians for their ailments. 

The problem of continued enforced contact 
was a real one, particularly where individuals 
were billeted in hotels, worked together, ate 
in the same dining room, had their evening 
recreation in the same club, and slept in the 
same building. Even where this was not the 
case, the small number of places of recreation 
for Allied personnel, the lack of available 
transportation, and the relatively small num- 
ber of Allied persons at any one establish- 
ment necessarily led to continued close as- 
sociation. Some reacted to this with irrita- 
bility. Others formed transient emotional 
liaisons, and when one of the pair departed 
the other often reacted with neurotic symp- 
toms. 

The following cases illustrate different 
types of symptoms activated by occupation 
life in War Department civilian employees. 

Case 6.—A 39-year-old white, unmarried, Amer- 
ican female civilian came to the Clinic because of 
anxiety, depression, and moderate, heavy drinking, 
using alcohol as a sedative. Although her surface 
social behavior was inhibited, as a result of constant 
contact she had had a prolonged, sexually satis- 
factory, affair with an Army officer who had prom- 
ised to divorce his wife upon return to the United 
States and to marry the patient. Upon his departure, 
however, he had informed her that this was im- 
possible, and that their relationship had been entirely 
a result of the artificial life of the Zone. 

This patient had had a strict religious background, 
and a brief marriage ending in divorce because of 
her frigidity. As she grew older she had become 
increasingly dissatisfied with life and had hoped, 
somehow, to find a solution to her difficulties in 
foreign service. 

It is interesting to speculate as to whether 
the environment that made it possible for 
this inhibited woman to have an affair also 
made it possible for her to overcome her 
frigidity and experience orgasm for the first 
time. This is an example of a woman in 
whom certain potentialities were stimulated 
to expression by Occupation conditions, but 
who, in consequence of the unstable pattern 
of life in Germany, finally reacted with de- 
pression, anxiety, and increased alcoholic 
intake. 

Case 7.—A 26-year-old white, unmarried, French 
female War Department civilian was admitted to 
the hospital with acute barbiturate poisoning. She 
came from middle-class Parisian background and 
had come to Germany because she thought it would 
be an interesting experience. 


This patient was unusually resistant to discus- 
sion, but it was finally established that the suicidal 
attempt had occurred on the-eve of her lover’s 
return to America when she discovered that he had 
been unfaithful to her with a “fraulein.” She re- 
peatedly emphasized that the most difficult thing 
to swallow was the knowledge that she had been 
competing for his affections with a German girl, 
one of a group whom she despised. 


In the case of this girl, as with most of the 
War Department employees of European ex- 
traction, direct contact with the native popu- 
lation was more important than for the av- 
erage American in Germany. She and others 
like her looked at the Germans from the 
viewpoint of long association and deeply 
rooted national fears and hatreds. 


COMMENT AND SUMMARY 


A description of patients seen in an Army 
psychiatric clinic in Germany can give only 
a general idea of the personality problems 
encountered. A great many patients with fun- 
damentally psychiatric problems are treated 
in other clinics. Perhaps even more impor- 
tant in regard to the dependent and War De- 
partment civilian population is that the ma- 
jority of individuals with neurotic tendencies 
fostered by occupation life probably do not 
seek medical attention at all. 

The somewhat artificial pattern of occupa- 
tion life encourages the development of latent 
neurotic potentialities. The diminished force 
of such restrictive and inhibiting factors as 
home and church influences, social pressures 
exerted by other community groups, and the 
precariously balanced moral and ethical feel- 
ings imbued during early life is not compen- 
sated for by the rather rigid, paternalistic, 
impersonal, often frustrating framework of 
Army organization. This, and the lack of 
accustomed recreational and intellectual out- 
lets, often stimulate the development of be- 
havior such as heavy drinking or sexual 
promiscuity. Such behavior, although basi- 
cally maladaptive, serves its function in the 
given situation. Another factor is the con- 
tinual frustration with regard to normally 
minor aspects of daily life, such as transpor- 
tation, and the obtaining of commodities and 
services through legal Army channels, as 
neither of these are legally obtainable to any 
degree from the German economy. In addi- 
tion, the constant, though often unnoticed, 
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underlying tension incident to living in a 
hostile country, surrounded by the most 
desolate ruins, may give rise to a sense of 
imprisonment, poorly controlled irritability, 
or other symptoms not sufficient to warrant 
a clinic visit. 

The innate hostility of Americans to any- 
one “foreign” is a complicating factor con- 
tributing to the relative social insularity of 
the Americans and the lack of opportunity 
for social interplay of a normal variety be- 
tween the average American and Germans of 
corresponding class. The distinction between 
conqueror and conquered is a sharp one, 
emphasized not only by obvious differences 
in nutritional state, clothing, shelter, and 
transportation, but also by the frequent signs 
forbidding German use of certain facilities. 
The social distance between the two groups 
is such that, except for a minority, contact 
with the native population is usually at the 
level of the “putzfrau,” and the “fraulein,” 
and the blackmarketeer. The American leav- 
ing the Occupied Zone often feels that he 
knows little more about the psychology of 


the Germans than he did shortly after his 
arrival. 

Certain efforts have been made to stabilize 
American community life. In place of an 
enforced bachelorhood of several months, 
during which the husband is alone in Ger- 
many, the Army is transporting married 
couples overseas together. The commodity- 
dispensing system is being operated more 
efficiently. Rail transport is improving, and 
there is an increasing number of private 
vehicles. Dependents are becoming more ac- 
tive in such civic-minded affairs as the Ger- 
man Youth Activity, and the Army is at- 
tempting to encourage educational pursuits 
among troops. A strenuous effort is also be- 
ing made to curb the blackmarket. However, 
these things have not as yet materially af- 
fected the interpersonal exchange between 
members of the various groups in the Zone, 
or the basic tensions and conflict-breeding 
situations that are present. It is to be ex- 
pected, therefore, that psychiatric problems 
associated with the social and psychological 
environment of Occupied Germany will con- 
tinue to be seen in occupational personnel. 
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THE PSYCHIATRIC MANPOWER OF NEW JERSEY 
HENRY A. DAVIDSON, M.D., Newark, N. J. 


The public has been well sold (sometimes 
even oversold) on what psychiatric technics 
can do when applied to problems in medicine, 
sociology, crime prevention, education, and 
industrial relations. Planning, however, is 
impossible without accurate data as to the 
available psychiatric manpower of the com- 
munity. An ambitious plan for new clinics, 
agencies, and projects will be stultified for 
lack of personnel. 

Curiously enough there has never been an 
accurate inventory of psychiatric manpower 
either in the country or in any one state. 
This statistical gap arises out of the simple 
fact that there is no way of defining “psy- 
chiatrist.” 

In the present survey the word “psychia- 
trist” is used both in its broadest and its nar- 
rowest sense. An objective system of classi- 
fication is presented so that the reader may 
compute the number of practitioners, depend- 
ing on his purpose, in any or all of 4 cate- 
gories. 

By one definition, any physician who, in 
fact, is examining or treating persons suffer- 
ing from nervous or mental disease is a psy- 
chiatrist. This broad and uncritical definition 
gives us the maximum potential psychiatric 
manpower since even the poorest doctor in 
this category has at least possibilities for 
further professional growth. At the oppo- 
site pole, a psychiatrist may be defined sim- 
ply as a diplomate of the American Board 
of Psychiatry and Neurology. And between 
these two definitions, a number of other de- 
scriptive classifications are possible. 

Under the terms of the broad definition, 
there are in New Jersey 262 psychiatrists. 
This must be interpreted against the back- 
ground of a state population of 4% million 
persons and against the fact that, in all, New 


1 Chief, Neuropsychiatric Unit, Veterans Admin- 
istration, Newark, N. J. Regional Office. 

This article is published with permission of the 
Chief Medical Director, Department of Medicine 
and Surgery, Veterans Administration, who as- 
sumes no responsibility for the opinions expressed 
or conclusions drawn by the author. 
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Jersey has about 4,800 physicians in private 
practice. 


CLASSIFICATION OF PSYCHIATRISTS 

Any effort to allocate individual psychia- 
trists into various competency categories is 
difficult, delicate, and perhaps even odious. 
There simply is no objective yardstick by 
which one may compare the skills of Dr. A 
with those of Dr. B. However, some touch- 
stone must be used to enable a surveyor to 
separate out the completely untrained and 
self-appointed specialist from the doctor with 
reasonably good skills and background. Ac- 
cordingly, the following arbitrary scheme has 
been set up and will be followed in this sur- 
vey. Psychiatrists will be grouped into 4 cate- 
gories, thus: 

Group A.—Diplomates of the American 
Board of Psychiatry and Neurology. 

Group B.—Nondiplomates who fall into 
one of these 3 classes: (a) membership in 
the American Psychiatric Association or (b) 
membership in the New Jersey Neuropsy- 
chiatric Association, or (c) possession of a 
certificate as “Qualified Psychiatrist” from 
the New York Board of Psychiatric Ex- 
aminers.? 

Group C.—Doctors who do not qualify for 
either Group A or Group B but who are ac- 
tually examining, diagnosing, evaluating, or 
treating psychiatric patients in a recognized 
hospital, clinic, or agency. 

Group D.—Doctors who do not qualify 
for any of the above groups, but who hold 
themselves out as psychiatrists and who are 
actually examining, diagnosing, or treating 
psychiatric patients in their own offices. 


2 New York is the only state in the east which 
distributes a certificate as “Qualified Psychiatrist.” 
The document is issued only after the N. Y. Board 
of Psychiatric Examiners has critically surveyed 
the applicant’s qualifications. The fact that a New 
Jersey physician does not possess such a certificate 
has, of course, no adverse meaning, since it is not 
required under New Jersey laws. However, if a 
doctor has been awarded a qualifying certificate, 
this gives, at least, prima facie evidence of more- 
than-average experience in psychiatry. 
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The imperfections of this classification are 
acknowledged. A doctor may have time-mel- 
lowed, rich professional experience in psy- 
chiatry without being able to pass the “‘basic’”’ 
(pathology, anatomy, and roentgenology) 
parts of the American Board examinations. 


necessary to know how many accept private 
patients. For certain purposes, it is only the 
latter group who constitute the pool of avail- 
able psychiatrists. This is so for the follow- 
ing reasons : 

1. We are dedicated to the thesis that the 


rivate However, objective standards must be main- __ real function of the psychiatrists is the pre- 
tained unless we want to fall back on the vention of mental disease and the treatment 
. | amorphous concept of “local professional of non-institutionalized patients. Full-time 
“4 repute’”—a notoriously unreliable index. institutional psychiatrists play only a minor 
ychia- | Membership in either the state or national role in these duties. 
ries is psychiatric organization is considered as evi- 2. Most patients prefer to go to doctors 
ious. dence of two factors: first, a genuine and of their own choice, that is, to “private” 
ck by continued interest in the specialty, and sec- practitioners. In psychiatry more than in any 
Dr. A ond, professional qualifications satisfactory other specialty, this factor of the patient’s 
touch- | TABLE 1 confidence is a prime one in therapy. 
yor to — 3. Among private practitioners, substan- 
1 and PSYCHIATRISTS OF NEw JERSEY tially 100% of their professional time is de- 
r with 75 voted to the actual care of patients. Among 
Ac- Group B institutional practitioners there is a dispro- 
igh 13 portionate number of doctors doing adminis 
Ss sur- fe: trative work. For example, in the Newark 
} cate- 262 Regional Office of the Veterans Administra- 
prican TABLE 2 
Group A Group B GroupC Group D Total 
L into Essentially in private practice...........cccccceeeees 36 48 15 13 112 
up in Private and municipal institutions................... 2 9 I oO 12 
r (b) Full time employees of the Veterans Administration... 13 10 22 ty) 45 
opsy- | Full time, state agencies and institutions............ 19 26 25 0 70 
| of « County agencies and county institutions............. 5 8 10 Oo Pains 
from 75 101 73 13 262 
Ex- 
to the leadership of the specialty. The crea- tion there are 4 Group 4 psychiatrists. Three 
'y for tion of Group C is a recognition of the reali- of these, that is, 75% are doing essentially 
re ac- ties of the situation. If a doctor is appointed administrative work. At the Veterans Hos- 
ig, or | by someone other than himself (hospital, pital in Lyons, (as of June 1947) 9 of the 
nized clinic, or agency) to examine or treat psychi- doctors were Board diplomates. But only 6 
atric cases, there is an implication that he is of these are actually doing day-by-day pro- 
ialify at least a shade better qualified than if his fegsional work with patients. 
hold specialty is completely self-designated ; and This brings up the problem: how many 
O are in any event, continued contact with psychi- of New Jersey’s 262 psychiatrists are avail- 
ating | atric cases in the hospital, clinic, or agency is ahje for private patients? It is not easy to 
i bound to give some dimension to any doctor’s  gegne private practitioner. It is known that 
ve understanding of these cases. 112 of the psychiatrists are essentially en- 
— Table 1 displays the psychiatrists of New 
trist.’ ; te gaged in private practice, while the other 150 
Board Jersey on the basis of this classification. focus their professional work on full-time 
ificate | predeengtes ys pore practice P the breakdown by grade and type of practice 
is not ; is as follows (Table 2). 
, if a FUNCTIONAL CLASSIFICATION A part-time employee (of federal, state, or 
— It is not enough to know how many psy- county agencies or institutions) who also 


chiatrists are working in the state. It is also 


maintains an office for the private practice 


294 THE PSYCHIATRIC MANPOWER OF NEW JERSE) [ Oct. 


of psychiatry is tallied above on the “essen- 
tially in private practice” line. 

The first line in Table 2, however, does 
not afford an accurate index of the avail- 
ability of psychiatrists to private patients. 
Many institutions permit staff employees to 
see patients privately in “consultation” and 
thus these doctors are, to some extent, at 
least, part of the manpower pool available 
to private patients. Furthermore, both state 
and county institutions maintain mental hy- 
giene clinics to which private physicians refer 
patients, thus making these government-em- 


COMPARISON OF FUNCTIONAL GROUPS 


Are the government-employed psychia- 
trists, generally speaking, better qualified 
than private practitioners? There is no abso- 
lute answer. On the one hand, there is the 
fact that, by definition, there can be no Group 
D practitioners in hospitals, agencies, or 
clinics. On the other hand, there are many 
residents or embryo psychiatrists in govern- 
ment hospitals, and this tends to lower the 
average qualification standards in those in- 
stitutions, compared to mature private prac- 
titioners. (See Table 4.) 


TABLE 3 
Group A Group B Group C Group D Total 
Essentially in private practice..............02ee0.- 36 48 15 13 112 
Others who accept private patients.................. 4 18 13 0 35 
Total—accept private patients................... 40 66 28 13 147 
Do not accept private patients........... 35 35 45 oO 115 
ployed doctors extramurally available to pri- TABLE 4 
PROPORTION OF ALL PsyCHIATRISTS WuHo Havt 
An effort was made to determine, for each Basen 
hospital, clinic, or agency psychiatrist, an 
. er cell 
answer to the question: does he accept pri- Of private practitioners............++. 32 
vate patients? The results are not satisfac- Of state employees............... 2 27 
tory. Some say that they “rarely” see private Of county employees..............4.. 21 
patients and then only as consultants: yet Of VA employees. 29 


it is known in the community that they have 
moderately large private practices. Another 
incommensurable factor is afforded by public 
mental hygiene clinics. From the doctor’s 


point of view, this is not in any sense pri- 


vate practice, since to the physician the es- 
sence of private practice is “fee for service.” 
Yet from the community point of view, this 
is private practice. 

Subject to these limitations, Table 3 is 
offered as an indication of the availability of 
psychiatrists of the several classes to private 
patients. 

Thus, there are in New Jersey 147 psy- 
chiatrists (all groups) who accept private 
patients. Of these, 40 or about 27% are in 
Group A. Another 66 or about 45% are in 
Group B. To put it another way, the public 
of New Jersey, numbering over 4 million 
people, has available 106 psychiatrists in 
Groups A and B; and if Group C be in- 
cluded, has available 134 psychiatrists. 


While the difference between county em- 
ployees (21%) and private practitioners 
(32%) is significant, the other differences 
are not. In round numbers, about 30% of 
the private practitioners are Board diplo- 
mates and 30% of state and federal em- 
ployed psychiatrists in New Jersey are also 
Board diplomates. 


COMPARISON WITH OTHER STATES 


How does New Jersey compare with other 
states? As a basis for analysis, we have 
selected the 2 states with immediately larger 
and the 2 with immediately smaller popula- 
tion ; these are Michigan and Massachusetts, 
which have populations somewhat larger, and 
Missouri and North Carolina, which have 
populations slightly smaller than New Jersey. 
Also we have included comparisons with 
Pennsylvania and New York Since they are 
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adjacent to New Jersey and exercise, in some 
respects, an overshadowing professional and 
cultural influence on New Jersey. Compari- 


diplomates per thousand physicians the 
figures are: 


sons are displayed in Table 5. Cs ssatdeivtiee 14 

Since no similar survey is available for New Jeraty .....scccevsseece 13 
other states, it isnot possible to compare New New York .....--...+++e eee 26 
Jersey with other states on the A-B-C-D Penna. .....--2+sseseeeeeees 13 
basis. However, Table 5 does provide a cad g 
number of useful indicia. Perhaps the are ee ' 
simplest is membership in the American Psy- eee 2a 14 

TABLE 5 
Mich. Mass. J. Mo. N.C. Pom. 5:3. 

Population (thousands) ......... 5,250 4,316 4,160 3,785 3,572 9,900 13,749 132,000 
Number of medical schools....... 2 3 oO 2 2 6 9 69 
Population per practicing 

756 560 746 750 1,269 751 462 752 
Members, American Psychiatric 

136 242 123 68 55 242 962 3,844* 
Proportion of all MDs who belong 

2.1 3.1 2.1 1.3 2.0 1.7 3.8 22 
Diplomates, American Board of 

Psychiatry and Neurology..... QI 209 75 42 26 176 631 2,440 
Ratio, diplomates to members of 

68 82 61 62 47 72 66 63 
Diplomates per thousand 

14 26 13 8 I 13 24 14 
Per capita income (dollars) of 

OF se 1,212 1,321 1,404 1,063 732 1,200 1,534 1,131 


* This figure indicates members of the American Psychiatric Association who live in the U. S. A. only. The many 
Canadian and foreign residents are not included in this total. 


chiatric Association. Using as a yardstick the 
proportion of physicians who belong to that 
society, we note that the national figure is 
2.2%, which is about the same as New 
Jersey’s ratio. Of the 4 states of comparable 
population, one (Massachusetts) has a sig- 
nificantly higher figure: the ratio there is 
3.1%. New Jersey’s figure is about the same 
as that in Michigan and North Carolina and 
appreciably better than the ratio for Mis- 
souri. 

Thus, insofar as membership in the Ameri- 
can Psychiatric Association is an index of 
psychiatric manpower, New Jersey is as well 
supplied as states of comparable size and 
has its appropriate quota of members. Mas- 
sachusetts (among states of similar size) and 
New York (among neighbor states) are bet- 
ter supplied. 

Similar figures are obtained if Board dip- 
lomates rather than A.P.A. members are 
used for the yardstick. Thus, in terms of 


New Jersey approximates the national 
average as well as the ratios in Pennsylvania 
and Michigan. New York and Massachu- 
setts are better supplied. New Jersey how- 
ever has, in proportion, almost twice as 
many diplomates as Missouri and 13 times 
as many as North Carolina. Here too, New 
Jersey seems comparatively well supplied 
with Grade A psychiatrists, being materially 
exceeded in its size bracket only by Mas- 
sachusetts. 

An interesting figure may be obtained by 
comparing for each state the A.P.A. mem- 
bership with the roster of Board diplomates. 
In general, when a doctor has qualifications 
enough to make him eligible for the Associa- 
tion and interest enough to want to join, he 
has started on his career. His actual “ar- 
rival” is formerly certified by the American 
Board diploma. The gap between the two 
figures is thus a measure of the “maturity” 
of the specialty for that state. This figure 
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would reach unity or 100% when all mem- 
bers of the A.P.A. will have become certi- 
fied. Using this index of maturity, the states 
and the nation shape up as follows: 


61 
82 
47 
66 
7 


Here too, New Jersey approximates the 
national average, though it is a long way 
from the “maturity index” of the specialty 
in Massachusetts or Pennsylvania. The 
Pennsylvania figure may be something of 
an artifact, because that state has a relatively 
meagre membership in the American Psy- 
chiatric Association (1.7% of all doctors 
compared with 3.8% in New York). In 
North Carolina, in spite of its two good 
medical schools, this index is only 47% 
compared with 61 in New Jersey. 

Measured by per capita income, New 
Jersey is one of the wealthiest states in the 
union ; indeed within its 3 to 5 million popu- 
lation bracket, it is the number one state in 
per capita income. This has some bearing 
on the kind of professional personnel it can 
hire for its state hospitals and on the support 
which the community will give to private 
practitioners of psychiatry. 

Many New Jersey residents are treated in 
New York City and in Philadelphia, thus, 
in effect, increasing the “availability” of the 
psychiatrists resident in New Jersey. The 
New York Psychiatric Institute is in New 
York City. So is Far Rockaway. But a resi- 
dent of Bergen County, N. J. can reach that 
institute more easily and more quickly than 
a resident of Far Rockaway. Similarly, it is 
easier for a Jerseyite living in Camden to 
reach the famous hospitals of midtown Phila- 
delphia than for a Philadelphian living in the 
Frankford or Germantown sections of that 
city. The effect is to diminish the “need” for 
psychiatric manpower in New Jersey. No al- 
lowance could be made for this feature in 
the present survey; hence the psychiatric 
personnel in New Jersey is necessarily some- 
what more adequate numerically than the 
figures suggest. 


NEW JERSEY | Oct. 

New Jersey is the most populous state in 
the union without a medical schoo]. In pop- 
ulation rank, New Jersey is number 9. It 
is one of the oddities of medical pedagogy 
that states like Utah (population: 500,000) 
and Vermont (population have 
medical schools, while New Jersey (popula- 
tion 4'4 million) has none. 

Obviously a medical school furnishes a 
stimulus for professional growth and spe- 
cialized practice that cannot be afforded by 
any other agency. Leaders in psychiatry gen- 
erally, in the examining boards and in the 
societies, are recruited largely from medical 
school faculties. The absence of a medical 
school in New Jersey should have reduced 
the numbers and maturity of its psychiatric 
group. This has not happened. Missouri, 
for example, of comparable population, but 
having 2 Grade. A medical schools, has 8 
diplomates per thousand M.D.’s compared 
to New Jersey’s 13. In New Jersey 2.1% 
and in Missouri 1.3% of the doctors belong 
to the A.P.A. Yet Missouri is the cultural 
and professional center of a vast region, 
while New Jersey is culturally and profes- 
sionally overshadowed by two giants across 
its border rivers. 


300,000 ) 


The conclusion seems to be that, by com- 
parison with other states, New Jersey is well 
supplied with psychiatrists, and that in spite 
of two serious handicaps (proximity to New 
York and Philadelphia and absence of a 
medical school) it has a mature group of 
specialists. 

This, of course, does not mean that, in 
terms of its needs, the state is well supplied ; 
it means only that, by comparison with other 
states, it has adequate personnel resources 
in psychiatry. 


SUMMARY 


1. New Jersey, a state with a population of 
4% million, has about 5,000 physicians; of 
these 262 are doing psychiatry, either full- 
time or part-time, in institutions or in private 
practice. 

2. Of the 262 physicians doing psychiatry 
in New Jersey, 75 are board diplomates ; IoI 
additional doctors are members of a recog- 
nized psychiatric association; and there are 
73 physicians doing psychiatry in hospitals, 
clinics, or other agencies, who are neither 
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diplomates nor society members, The re- 
maining 13 physicians devote much of their 
office time to psychiatry but do not have hos- 
pital, board, or society recognition in the 
specialty. 

3. Of the 262 physicians doing psychiatry 
in New Jersey, 112 are in private practice ; 
of these, all but 13 devote their full profes- 
sional time to the specialty. Ninety-three 
(of the 262 psychiatrists) are employed by 
state or county hospitals or clinics and 45 
by the Veterans Administration. 

4. In addition to the 112 doctors in private 
practice, there are 35 others who, though en- 
gaged in institutional work, do accept private 
patients so that, in all, some 147 psychiatrists 
of varying grade are privately available to 
the people of New Jersey. 

5. Of the 147 psychiatrists available to 
private patients, 40 are Board diplomates, 
and 66 others belong to recognized psychia- 
tric associations. 

6. Of private practitioners, 32% are Board 
diplomates; of Veterans Administration 
psychiatrists, 29% are Board diplomates. 
lor psychiatrists in state hospitals, the fig- 
ure is 27%. 

7. Of the 75 Board diplomates in New 
Jersey, about one-half (actually 36) are pri- 


HENRY A. 


DAVIDSON 297 


marily engaged in private practice, while the 
other half (actually 39) are in hospital, 
agency, or institutional practice. 

8. Some 2.1% of all New Jersey physi- 
cians belong to the American Psychiatric As- 
sociation. The national figure is 2.2%. The 
states nearest to New Jersey in population 
are Michigan, Missouri, North Carolina, and 
Massachusetts. In Massachusetts 3.0% of 
physicians belong to the A.P.A. but in the 
other states the figure is the same as (or 
lower than) that in New Jersey. 

g. Using as an index the number of Board 
diplomates per thousand physicians, the ratio 
nationally is 14; in New Jersey it is 13, in 
Missouri 8, in North Carolina 1, and in Mas- 
sachusetts 26. 

10. .Psychiatrists are available for private 
consultation in every county of New Jersey 
except the 4 smallest. Each of these 4 coun- 
ties (Salem, Ocean, Hunterdon, Cape May) 
is adjacent to a county in which private psy- 
chiatrists are available. 

11. Private psychiatrists are available at 
a ratio of 29,000 persons per practitioner, 
which is considered an average though not an 
ideal figure. In terms of referring physicians, 
the state has 31 privately available psychia- 
trists per thousand physicians, which is also 
an average figure. 
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THE FUNCTION OF THE SOCIAL WORKER IN THE TOTAL 
TREATMENT PROGRAM IN A STATE MENTAL HOSPITAL ' 


HENRIETTA B. DEWITT,? Mp. 


In this paper I shall try to define the func- 
tion of the psychiatric social worker as one 
that is separate and different from, yet inte- 
grated with, that of the psychiatrist. Her 
function in the total treatment program in 
the state mental hospital inevitably depends 
upon the standard of psychiatric practice. 
The more dynamic the therapeutic program, 
the greater is the recognition of the need for 
the psychiatric social worker with her focus 
on the patient’s immediate reality problems 
in using the hospital facilities in his move- 
ment toward returning to the community 
and rehabilitation. 

The war and the passage of the National 
Mental Health Act have accelerated progress 
in psychiatric treatment. The accent is now 
on preventive therapy and leaders in the field 
are looking toward a community-centered 
rather than a hospital-centered public psy- 
chiatry. This change of focus to the com- 
munity is further reflected within state insti- 
tutions in that as the emphasis on treatment 
increases the administrations are beginning 
to become less hospital-centered and more 
patient-centered. From custodial care in 
which the maintenance of the institution is 
of primary importance there is a gradual 
shift to an emphasis on the patient as an in- 
dividual whose particular needs justify the 
existence of the institution. 

In conceiving of a state mental hospitai 
as a community facility for treatment and 
research and not primarily an institution for 
custodial care, the function of the social 
worker in the total treatment program is not 
too difficult to define. If the hospital’s goals 
are therapeutic the return of the patient to 
the community is implicit at the time of ad- 
mission and the social worker as the liaison 
between the hospital and the community is 
essential. With this orientation to the hos- 


1 Read at the 104th annual meeting of The Ameri- 
can Psychiatric Association, Washington, D. C., 
May 17-20, 1948. 

2 Director of Psychiatric Social Work, Spring- 
field State Hospital. 
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pital’s function the social worker can begin 
to find her role as different from any other 
yet related to the hospital’s therapeutic aims 
while at the same time keeping her function 
rooted in her own professional training. In 
such a hospital setting the social worker finds 
acceptance throughout the patient’s total hos- 
pital experience working with him in a 
responsible relationship when environmental 
problems and problems in relationships block 
his movement. State hospitals throughout 
the country, however, are far from being 
patient-centered institutions. Inadequate 
budgets, personnel shortages, as well as anti- 
quated commitment laws and traditional com- 
munity attitudes, are still very real obstacles 
to progress. Nevertheless some perceptible 
advances are being made. 

The modern state hospital is striving to 
become a dynamic facility integrated with the 
total community mental health program. No 
longer can treatment be seen to begin and 
end in the hospital. The hospital is viewed 
as a facility for the patient who during cer- 
tain phases of his illness needs a protective 
environment as well as treatment. 

This new approach to treatment considers 
the patient as an individual in relation to his 
environment. It also recognizes his ability 
to use the hospital constructively through 
the utilization of his own drive toward 
recovery. With the recognition of the pa- 
tient’s needs as a social being as well as his 
need for treatment, clinical team work begins 
to be valid as an approach to therapy in a 
mental hospital. The role of the psychiatric 
social worker in this clinical team is primarily 
related to the patient’s wellness and ability 
to help himself in his movement through the 
hospital, just as the role of the psychiatrist 
is primarily related to the treatment of the 
patient’s illness. The social worker helps the 
patient, as he can use help, not with his intra- 
psychic conflicts per se but with his imme- 
diate problems in relationships from the time 
of admission, through his hospital experience, 
to planning with him toward leaving and 
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rehabilitation, thus facilitating the whole 
treatment process. 

To be effective, the social worker in the 
complicated setting of a mental hospital must 
consider the relationship of the patient to the 
various other professional groups who play 
a vital role in his care and recovery. 

At Springfield State Hospital, in which 
these concepts have been crystallizing for 
over a decade, social workers as well as psy- 
chiatrists have long been aware of the pa- 
tient’s need and ability to use the sort of sus- 
taining relationship which I have described. 
With its roots implanted in foster care and 
extramural clinics, social work has estab- 
lished a relationship to the hospital which 
has gradually extended its services to some 
extent throughout the entire institution. 

Springfield is a 3,000-bed hospital which 
averages about 650 admissions a year. It 
averages a little over 500 patients on parole 
to their families and about 150 in foster care. 
Comparatively few patients remain on parole 
over a year. 

Most of our patients are committed on the 
certificates of two private practicing physi- 
cians. There are very few court-committed 
patients and few voluntary commitments. 
However, the Maryland commitment laws 
are liberal and, with the exception of the pa- 
tient who is considered dangerous to himself 
or others, a patient, once committed, moves 
in and out of the hospital with comparative 
freedom. 

The hospital is divided into 4 principal 
services. In the admission service is concen- 
trated the main therapeutic activity including 
all major surgery and laboratory work. In- 
tramural social work is also centered here. 
The patient remains on this service as long 
as he is responsive to therapy, finally moving 
on to parole or to the services for continued 
care. 

During his hospitalization the patient 
moves from a closed to a semi-open ward 
where he has ground privileges and then on 
to an open ward, according to the responsi- 
bility he can take. This kind of movement 
furnishes a real incentive for the patient and 
we sum up the process by the phrase, “This 
way out.” 

Another powerful dynamic for recovery 
is the work program. Here the patient feels 


needed and gains prestige as he does office, 
library, farm, sewing, shop, and many other 
kinds of work according to his skills. The 
job also often furnishes the necessary ex- 
perience for his first job out of the hospital. 

The social service department consists of 
8 workers, 3 students in training, one super- 
visor, and a director. While this number 
compares favorably with the official stand- 
ards set forth by The American Psychiatric 
Association, it is inadequate compared to the 
recommendations of the Group for the Ad- 
vancement of Psychiatry and for the job we 
have to do. Four workers and 2 students 
are engaged in foster care placement, one 
worker in out-patient clinic activity, and 3 
workers and one student in intramural social 
work. Workers and students attend staff 
meetings and participate in educational ac- 
tivities. 

A worker is not assigned to a ward but, 
except for reception and group work ac- 
tivity, each patient is referred individually 
by the psychiatrist and assigned to a worker 
by the supervisor or director. The patient, 
himself, usually requests referral but his 
request is channeled through his psychiatrist. 
This method has several advantages. It 
leaves with the psychiatrist the responsibility 
for directing treatment which is inherent in 
his function. It limits the worker’s activity 
to a purposeful relationship and it permits 
the patient to experience a continuing rela- 
tionship with one person as he moves from 
ward to ward. 

Under the clinical director the direction of 
the department and supervision of the worker 
is retained by the social service department 
so that, while the worker also has regular 
conferences with the psychiatrist, the depart- 
ment maintains its own identity. It offers to 
the patient a number of services which are 
available from the time of admission to the 
time of discharge. 

When a person is admitted as a patient to 
Springfield he is met by a social worker 
whose job it is to break down the totality of 
a fearful and new experience which other- 
wise might block him so that for many weeks 
he would be able only to fight hospitalization. 

We believe that it is strategic for the social 
worker to receive the patient because she sees 
the whole individual and his family in rela- 
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tion to the problems that separation and hos- 
pitalization pose for them. 

The worker interviews the patient and 
his relatives together, making sure if possible 
that he knows where he is and that he is to 
remain at least for a time for care and treat- 
ment. He is told that he is committed to us 
and while we had no part in his coming we 
must accept him. The worker recognizes 
with him that this might feel almost unbear- 
able and that he might have to fight against 
it. The choice of whether he can accept this 
experience or needs to fight it is his. She 
further tells him that the hospital will try to 
help him but that the help we can give will 
be determined by his own effort. During 
this interview a statistical sheet is completed, 
the questions being directed as far as possible 
to the patient. Clothing needs are discussed 
and the general rules of the hospital are ex- 
plained. 

The doctor is called and the social worker 
then turns her attention to the relatives to 
help them with their fears and anxieties re- 
garding leaving the patient in a mental in- 
stitution. She also discusses further prob- 
lems that might be created by hospitalization 
and frequently refers the relatives to other 
agencies for services that seem to be indi- 
cated. She makes a return appointment for 
history information. After the doctor’s in- 
terview with the patient, the worker calls the 
ward to which the patient is being sent to 
give the charge nurse any information that 
might be helpful in anticipating unexpected 
behavior. This reduces the nurse’s anxiety 
and helps her make the patient feel more at 
ease. 

The patient is then assigned to a psychia- 
trist for a complete work-up which may or 
may not terminate in presentation to the di- 
agnostic staff about a month later. During 
this period it is the worker’s responsibility 
to obtain for the psychiatrist historical data 
that will assist him in understanding the pa- 
tient’s background and experience. The 
worker also sees the patient and relatives 
several times during the first month to help 
them to accept and become related to the 
hospital and to help the relatives toward a 
better understanding of the patient’s illness. 
However, after the relatives’ first visit, the 
case is usually closed to social service for 


the time being, depending on the patient’s 
condition and the relatives’ need and wish 
for help. 

If the patient is able to move into and use 
the hospital creatively from the beginning, 
which occasionally happens, he may continue 
his relationship with the social service de- 
partment throughout hospitalization and pos- 
sibly parole. 

Nearly all patients, however, seem to need 
a period in which to be sick, dependent, and 
free from the pressure of self-responsibility. 

Gradually as the patient improves, he be- 
gins to move away from a need for depen- 
dency and becomes more integrated and pur- 
poseful in his activity. It is at this point that 
referral to the social worker again may have 
meaning. 

The fact that the patient is able and wants 
to struggle with his problems is the dynamic 
used by the social worker in becoming en- 
gaged with him in his effort to affirm and 
accelerate his movement toward health and 
eventual community rehabilitation. It is also 
at this point that the patient may be most 
accessible to psychotherapy as well, but his 
use of therapy need not preclude his use of 
social case work, although frequently a pa- 
tient may be able to use one and not the 
other. 

Group social work is offered the patients 
in the admissions building having ground 
privileges. This group also receives group 
therapy. While the psychiatrist works with 
them in the area of their illness the social 
worker leads them in discussions of adjust- 
ment problems in their immediate living 
situations. They not only consider personal 
problems in their hospital experience but 
problems of hospital administration that af- 
fect them. Asa result of the group meetings, 
patients have effected changes in their own 
interest and, through increased self-responsi- 
bility, have succeeded in having their privi- 
leges extended. 

When the patient begins to show signs of 
health and purposeful activity and is again 
referred, the social worker begins to relate to 
him by first reviewing his record. She then 
confers with the referring psychiatrist to 
become oriented to his therapeutic aims and 
to what extent the patient has participated 
in the referral so that she can plan her ap- 


it 


| 
pre 
the 
tiet 
poi 
| 
ass 
ple 
ab 
str 
leg 
of 
in 

ou 
up 
| br 
oni 
| fe 
re 

ti 
| ro 
nc 

fc 
cl 
th 
bi 
fe 
ri 

c 
n 
p 
|} 
p 


ient’s 
wish 


d use 
ning, 
tinue 
de- 
 pos- 


need 
, and 
e be- 
pur- 
that 
have 


vants 
amic 
r en- 
and 

and 
also 
most 
it his 
se of 
1 pa- 
t the 


jents 
ound 
Troup 
with 
social 
just- 
iving 
sonal 
but 
t af- 
ings, 
own 
onsi- 
rivi- 


is of 
igain 
ite to 
then 
st to 
and 
vated 
ap- 


1948 | HENRIETTA B. DE WITT 301 


proach to him. The worker also confers with 
the patient’s charge nurse regarding the pa- 
tient’s social adjustment on the ward. An ap- 
pointment is then arranged with the patient. 

In the interviews that follow, if the pa- 
tient decides he needs help, the worker offers 
assistance with his immediate problems and 
plans. He might be still quite sick but yet 
able to relate to the worker and plan con- 
structively with her. When he is ready to 
leave she tries to prepare him for the feelings 
of insecurity he is bound to experience 
in everyday living during his first few weeks 
out of the hospital. One of the first steps 
upon referral is to try to help the patient 
bring his responsible relative into his plan- 
ning. The service of the social worker is of- 
fered to the relative too in helping him plan 
realistically with the patient. 

A patient having no suitable family situa- 
tion to which to return, or who cannot be pa- 
roled on his own recognizance, and who is 
not eligible for absolute discharge is offered 
foster care as an intermediary step to dis- 
charge. By foster care we mean a service for 
the patient for whom the hospital through its 
social service department carries responsi- 
bility in the community in the home of a 
family not related to him by blood or mar- 
riage. 

If parole in foster care seems to be indi- 
cated, the patient is prepared for social plan- 
ning staff which is a weekly meeting to which 
patients are brought who present difficult 
social problems, or who are to be considered 
for foster care. This meeting is presided 
over by the clinical director and attended by 
psychiatrists, psychologists, and the staff of 
social workers and social work students, all 
of whom participate in the discussion. The 
purpose of this staff is to decide the degree 
of responsibility the hospital can take in re- 
lation to the problem presented or to set the 
conditions under which a patient may be ac- 
cepted for foster care. The patient is told 
that this is an opportunity for presenting 
his own plan for staff consideration which 
may be accepted, modified, or refused. 

The following are the objective considera- 
tions on which the decision for acceptance to 
foster care is based. The patient must be 
considered not dangerous to himself or 
others and sufficiently oriented to relate to 


the type situation planned. He must have 
demonstrated over a reasonable period of 
time his ability to care for his personal needs 
and to engage in some purposeful activity 
involving relationships with others. He also 
must have been able to carry on a responsible 
relationship with his worker because on this 
is based our ability to work with him in 
foster care. 

However, a patient who may be adjusting 
well but who has become hospitalized and 
has been unable to plan with the worker, due 
to his fear of leaving, is sometimes accepted. 
We have learned that, through short trips 
out of the hospital, leaving is partialized and 
by these small steps the patient may come to 
accept placement gradually. 

Having been accepted for placement the 
patient is considered ready to begin the actual 
experience of leaving. He is transferred to 
a foster care worker who sets up with him a 
plan for their working together. He is in- 
formed of the fact that it frequently takes 
several months to complete a placement and 
is told of conditions that will have to be met 
if he still wishes to continue and if they are 
to work together responsibly within the 
limits of the foster care plan. From the time 
he is referred to the foster care worker he 
begins to make trips out of the hospital with 
her, participating and taking responsibility 
as far as possible in his own placement. The 
worker, step by step, helps prepare him for 
community living. The patient frequently 
begins by doing such simple things as making 
his own telephone calls or purchases at a 
drug store or shopping alone and meeting the 
worker later. If he is to have a job he inter- 
views prospective employers either alone or 
with the worker. He is given as much choice 
as possible in the selection of his foster home 
within the limits imposed by the social plan- 
ning staff. A patient may be placed in the 
city, a small town, or rural area. The situa- 
tion may range from placement in a highly 
protective boarding home to a less supervised 
situation in which he can live inconspicuously 
as a responsible person. 

When placement plans have been com- 
pleted they are approved by the referring 
physician and the worker’s supervisor. The 
patient is visited one week after placement, 
3 weeks later, and a minimum of once a 
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month thereafter. As problems arise which 
the worker and patient cannot handle they 
are brought to the referring psychiatrist and 
to the worker’s supervisor. The parole period 
is for one year, at the end of which time the 
patient’s progress is reviewed by the worker 
with the referring psychiatrist who makes 
the final recommendation of discharge or 
continued parole. Sometimes continuation of 
parole is at the patient’s request. The greater 
percentage of our foster care patients are 
discharged after one or 2 years on parole. 

Occasionally the foster care patient con- 
tinues psychotherapy by visits to the hospital 
or to our outpatient clinic in Baltimore. He 
may continue therapy with a private psychia- 
trist or receive treatment from a community 
psychiatric clinic not connected with the hos- 
pital. He also may receive medical care from 
a local physician or a general hospital clinic. 
All patients living in the community are en- 
couraged to use local health and welfare fa- 
cilities when indicated rather than return to 
the hospital. 

Our practice in relation to the patient pa- 
roled to his family is directed toward break- 
ing down traditional community attitudes 
toward the convalescent mental patient. We 
endeavor to treat him and his family with 
the same consideration and respect that a 
patient convalescing from any other illness 
would expect. We are not convinced of the 
value of routine home investigations and 
check-up visits as necessary conditions of 
parole. From our experience we have found 
that our way of working has influenced com- 
munity attitudes so that it is increasingly 
possible for a patient to return to his family 
and be allowed to live as a responsible person. 

Therefore, we do not make home investi- 
gations prior to parole unless they seem to 
be specifically indicated. Homes are not 
visited routinely although a worker will visit 
upon the request of a patient, relative, or 
community agency. Generally, however, the 
patient or relative needing or requesting help 
is seen by appointment in the office of the 
clinic most accessible to him. 

Our hospital clinics were discontinued dur- 
ing the war, but now a new clinic program is 
gradually being started by the State Depart- 
ment of Health augmented by funds from the 
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United States Public Health Service’s Divi- 
sion of Mental Hygiene. These clinics will 
eventually operate as full-time all-purpose 
treatment clinics and their services will em- 
brace patients on parole from state hospitals. 
Several of the clinics are beginning by using 
clinical teams composed of a psychiatrist, 
psychologist, and a social worker drawn from 
state hospital personnel on a per diem basis. 
This participation of the state hospitals in 
the organizing of the all-purpose mental 
health clinics links the hospital as a treatment 
facility with the community and the national 
mental health movement. 

Here the hospital social worker can play 
an important part in strengthening com- 
munity ties, not only with her more specific 
professional role with the patient and his 
relatives but in interpreting the hospital’s 
function to the community. 

In conclusion, the goal of the modern state 
mental hospital today is to become part of the 
total movement toward the new concept of a 
community-centered public psychiatry. In 
order to accomplish this the state mental hos- 
pital can no longer remain isolated and frus- 
trated in its objectives but must begin to take 
responsibility for fulfilling its valid role in 
the total scheme. It must, if it is to attract 
professional personnel, provide adequate 
training. It must be more vigorous in its 
shift from custodial care to treatment and 
rehabilitation. Considering its limited facili- 
ties, and the large number of patients who 
for various reasons are inaccessible to psy- 
chotherapy, the hospital must mobilize its 
resources to better advantage. It must re- 
alize that it cannot depend solely on doctors 
for therapeutic processes but that treatment 
goals can best be achieved by a purposeful 
utilization of the combined skills of trained 
personnel. A protective environment for the 
patient should be set up in which he can feel 
emotionally secure, thus enabling him as far 
as possible to make use of his own drive to- 
ward mental health. Emphasis must be 
placed on the fact that the amount of security 
the patient can get from the hospital depends 
on the security of those who work with him. 
To achieve this security, it is necessary that 
each professional group be given adequate 
recognition. Each group should also be fully 
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aware of the area of its own responsibility 
in order to be free to develop its particular 
skills in the interest of the total setting. 

In this paper I have described a hospital 
setting in which the social worker’s function 
is not focused on treating the patient’s illness 
but in helping him use the reality of his situa- 
tion for discovering and resolving ways in 
which his patterns of social behavior inter- 
fere with his attaining satisfactions in his 
personal contacts. 

The social worker whose function is rooted 
in the community as well as the hospital finds 
security in this hospital in a role that is ac- 
cepted as distinctly hers yet essential to the 
hospital’s total treatment program. 


DISCUSSION 


Dr. Arnotp H. Ercuert (Sykesville, Md.).—I 
am pleased to have been asked to discuss Mrs. 
DeWitt’s paper, and I want to congratulate her on 
her excellent presentation. 

Until recently, it was my good fortune to be 
closely associated with her during a major phase 
in the development of her concepts. At the Spring- 
field State Hospital I was able to observe the 
synergism that can exist between psychiatry and 
social work as members of a clinical team. I should 
like, in a few brief comments, to set forth the 
doctor’s point of view regarding the place of the 
social worker. As Mrs. DeWitt points out, the 
social worker in a modern state mental hospital 
concerns herself principally with the movement of 
patients through the hospital. That this con- 
cern is effective is illustrated by a recent study 
of first admissions to Maryland State Hospitals. 
This study revealed that the number of patients 
paroled within one year of their admission was 
significantly greater at Springfield than at the 
Crownsville State Hospital, where I am now em- 
ployed. The difference is felt, by those familiar 
with conditions at both institutions, to be due 
principally to the absence of an adequate social 
service department at the latter place. 

The social worker’s interest in movement begins 
with the admission of the patient, at which time 
she is already considering his return to the com- 
munity. The well-trained physician is, of course, 
also interested in returning the patient to the com- 
munity, but he is not usually as effective in this 
respect as is the social worker. One of the reasons 
for this is that the social worker has specialized 
in dealing with the patient’s problems that center 
around his social setting, and has developed par- 
ticular techniques in working in these areas which, 
traditionally, have been assigned to her. One could 
say that social work is a further differentiation in 
psychiatric treatment which arose in response to 


the psychiatrist’s need for greater development of 
this area. 

Collaboration between the doctor and the social 
worker has in my experience been most useful. 
The average state hospital patient has resolved his 
inner conflicts by means of his psychosis, and often 
his greatest complaint is just that he is confined. 
Accordingly, the social worker’s approach, which 
helps the patient face the realities of his hospital 
situation, and offers him a concrete goal toward 
which to work, generally more effectively meets 
the patient’s immediate need than does the physi- 
cian’s approach. The social worker, by affirming 
the patient’s wellness, helps him to accept his ill- 
ness, thus making him more accessible to therapy. 

To illustrate the effective use of social work as 
an aid to psychotherapy, I should like to cite a 
case in which I was especially interested because 
I was using it as a controlled case in my analytic 
training. The patient, a young schizophrenic boy, 
placed much of his resistance to therapy on his 
feeling that it was keeping him in the hospital. 
The necessity of convincing him to the contrary 
promised to retard our progress. So I pointed out 
to him that he had the same privilege as any other 
patient of requesting the help of the social service 
department. This he did, and was referred. Then, 
while he continued to work through some of his 
interpersonal problems with me, the social worker 
assisted him in facing the practical realities of 
living outside, which might have meant discon- 
tinuing therapy. It is obvious that only a well- 
disciplined, carefully supervised worker could work 
in this situation without trespassing into the doc- 
tor’s area. On the other hand, it was just as 
important for me to refrain from handling prob- 
lems in her department. 

Not only did the social worker help the patient 
to decide to remain longer in the hospital, but 
when he was able to leave into a family care situa- 
tion, she helped him come to the decision of select- 
ing a home near the hospital, so that he could 
continue therapy. The patient eventually adjusted 
well, was discharged from parole, and when last 
heard from was doing satisfactorily in a profes- 
sional career. This patient could not have moved 
nearly so quickly had either the therapist or the 
social worker handled the situation alone. 

I should like to add to this discussion my high 
regard for the kind of supervision of the worker 
upon which social work practice is built. Super- 
vision primarily keeps the worker focused on the 
part she has in fulfilling the function of the hos- 
pital, enabling her to minimize the extent to which 
her personality difficulties interfere with her rela- 
tionship to the patient. The doctors and, for that 
matter, most workers in nearly all state hospitals 
would benefit by that kind of supervision, as all too 
often they seem to lose sight of the fact that the 
patient is the important person in the hospital. 

I hope that Mrs. DeWitt’s paper has impressed 
you, as her work has impressed me, with the value 
of social work as a tool which can aid us in taking 
one more step away from custodial care. 
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THE MENTAL ATTITUDE OF THE CANCER PATIENT TO HIS 
DISEASE 
BERNARD J. FICARRA, M. D.,’ Brooxtyn, N. Y. 


It is strange to relate that one of the com- 
monest present-day mental manifestations is 
rarely encountered by the psychiatrist. This 
is the mental attitude of the cancer patient to 
his disease. Usually it is the surgeon or the 
radiologist who is the first person to advise 
the relatives of the patient as to the true 
nature of their parent’s disease. Often this 
knowledge comes as a shock. Even when the 
afflicting disease is strongly suspected, the 
diagnosis is shocking to all concerned. There 
is always that faint hope that the disease is 
not cancer. 

The reception by patients of the verdict of 
a chronic disease is usually not associated 
with perplexing emotions. The label of 
chronic heart disease or nephritis does not 
produce any unusual psychological conflict. 
However, to suggest or directly categorize a 
patient as having cancer stirs a tempest of 
mental agony. Yet the soothing hand of 
death is equally tender to all irrespective of 
the underlying cause. The ante-mortem dis- 
tress is no more disturbing in cancer patients 
than in those with uremia, congestive heart 
failure or a brain hemorrhage. Notwith- 
standing this common terminal outlook, can- 
cer must be spoken of in hushed whispers, 
and is concealed from the patient on many 
occasions. 

The first indication a patient has that may 
categorize him in the cancer group is the ap- 
pearance of a tumor. As long as the mass is 
small, and produces little, if any, distress, 
the patient’s equanimity is not disturbed. 
When the disease process hinders physical 
activity, or normal gastrointestinal physiol- 
ogy, incipient neurasthenic symptoms make 
their appearance. Psychic trauma is reflected 
in symptoms of fatigue, malaise, depression, 
irritability, and insomnia. Usually it is only 
when pain appears or there is an interference 
with normal intestinal activity that medical 
care is sought. The patient visits the doctor 
when the diagnosis is suspected. The true 
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nature of the illness is finally confirmed by 
the radiologist or pathologist. 

Whenever possible the relatives or friends 
are informed of the presence of the disease. 
Rarely is the patient the direct recipient of 
this knowledge. However, depending upon 
the treatment instituted, the patient may or 
may not suspect the cause for his distress. 
The surgeon is anxious to treat cancer as 
soon as the patient is judged to be an opera- 
tive candidate. When cancer is deemed oper- 
able, the mental problem arising is no more 
difficult than that associated with any other 
operation. In some instances radiation ther- 
apy is employed pre-operatively or as pref- 
erential treatment. Almost everyone knows 
that radium is used in the treatment of 
cancer. Hence the mere mention of radiation 
therapy suggests to the patient the presence 
of cancer. The attitude of the patient to the 
reception of this diagnosis may vary with 
the age, sex, and intelligence of the person 
afflicted. 

When the fatal hand of cancer clutches at 
youth, the reception of this knowledge us- 
ually causes more emotional upset in relatives 
and friends than in the patient himself. The 
interruption of a promising career in youth 
results in mental anguish. However, young 
adults have a greater capacity of adapting 
themselves to their fate than their elders. 
In the geriatric age group, the sense of ap- 
proaching death is ever present. Old patients 
fear it and are more nervous about it than 
youths. Many a young person has been sent 
to a home for incurable cancer without being 
much perturbed. As a generality men are less 
emotional about their disease than women. 
Yet on occasion men have become hysterical 
and quite perplexing mental problems. Some 
women become emotionally upset at the mere 
mention of radiation therapy. 

It cannot be said that persons of Latin or 
Hebrew extraction are more emotional about 
cancer than Nordic individuals. The fear 
of cancer disturbs all patients with equal in- 
tensity and severity. Educated individuals 
can be spoken to in an intelligent manner 
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with a resultant alleviation of distressing 
mental perplexities. They can be told of the 
beneficial outlook of present-day treatment. 
Such instruction greatly alleviates the mental 
suffering resulting from the fear of death 
from cancer. 

When cancer processes result in pain, or 
difficulties in digestion or deglutition, the 
doubt of curability arises with a concomitant 
increasing mental anguish. Some patients 
read all the literature pertaining to the cure of 
cancer. Friends are asked concerning their 
opinion as to curability. Thus the patient 
reveals that he is stricken with fear of the fu- 
ture. There is no other chronic disease which 
gives rise to so much anxiety. The patient 
may even become panic stricken. It is not 
rare for such individuals to go from doctor 
to doctor in quest of a cure. At the same 
time the patient continues his incessant read- 
ing on cancer topics. Finally he is mentally 
exhausted and resigns himself to an inevi- 
table fate. 

When the stage of resignation is reached 
the patient will accept any treatment pre- 
scribed. At this period other problems are 
eliminated from his mind. All mental effort 
is concentrated on the future and the prog- 
nosis of the disease process. Former familial 
problems are transferred to friends and rela- 
tions. The attitude and interest in these 
problems depends upon the patient’s marital 
state and on the age of his children. This so- 
cial obligation stimulates some patients to 
continue work and provide for their family 
up to the last stages of their illness. Other 
persons turn their financial and other prob- 
lems over to individuals or legal advisers 
without further ado. 

Rarely has a cancer patient, as a result of 
psychic trauma from this disease, developed 
a true psychosis. Perhaps the reason for this 
is that patients with gastrointestinal cancer 
usually develop azotemia with its associated 
mental retardation. Other types of cancer 
patients are overcome by toxemia, or are so 
completely morphinized that they are de- 
prived of complex perceptions, ratiocination, 
and intensive thought. Another contributing 
factor to the absence of a true psychosis may 


be the fact that cancer patients have become 
accustomed to their physical and mental suf- 
fering. In addition many patients have found 
mental peace through the encouragement of 
their doctor. For these reasons the patient 
with cancer infrequently commits suicide. 

With a mental situation of this type, the 
thought of death is not frightening to the 
cancer patient. Chronic illness insidiously 
prepares the path of death without difficulty. 
When life holds little allure for him the can- 
cer patient stands alone, segregated from the 
world about him. Thus the fear of death is 
alien to his mind, and death’s lethal embrace 
is accepted without mental confusion. 

Nevertheless exceptions to this group of 
patients are found in doctors, other profes- 
sional persons, and business executives. In- 
dividuals of this type possess a strong will 
power which propels them never to abandon 
the idea of recovery. They stubbornly try 
to get well with all their residual strength 
and energy. Their dominating idea is to 
achieve their aim in life in spite of their dis- 
ease. Such persons continue to show a keen 
interest in their own affairs and current 
events up to the last moments. They will 
not burden others with their personal affairs, 
but direct them to the very end. They enforce 
their wishes almost to the last breath. 

My present knowledge of the mental atti- 
tude of cancer patients to their disease results 
from observation and conversation with all 
classes of individuals afflicted with the dis- 
ease. Recently the constant association with 
a distinguished colleague afflicted with cancer 
has brought to light many facts previously 
discussed. It was this constant companion- 
ship which resulted in the evaluation of the 
mental attitude of the cancer patient. In the 
care of patients with this disease, as in all 
other illnesses, our motto should be the dic- 
tum of Rhazes, the Arabian physician: “In 
the treatment of the sick, cheerfulness on the 
part of the physician is absolutely essential. 
It behooves the wise physician to inspire the 
sick patient with hope of recovery even 
though he himself feels doubtful of such a 
fortunate event.” 
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At the December, 1944, meeting of the 
Council, with President Karl Bowman in 
the chair, considerable dissatisfaction was 
expressed by some members, including your 
present President, with the ineffective par- 
ticipation of the Association in many chal- 
lenging areas calling for psychiatric help 
and leadership. 

There were 2 major aspects of the prob- 
lem that the Council considered at that time, 
now nearly 4 years ago. First, everyone 
recognized that the administrative structure 
of the organization was based on a member- 
ship much smaller than at present. The 
membership has increased 500% since our 
constitution was written. Secondly, the 
Council recognized that the field of psychia- 
try has enlarged enormously even in the 
last 10 years. After a long discussion of the 
necessity for reconsidering the structure of 
our organization, the Council gave Dr. Bow- 
man a whole-hearted endorsement of a plan- 
ning and research committee, the committee 
on reorganization, and asked them to pro- 
pose a medical director. 

The committee was appointed, and it went 
to work immediately and has been conscien- 
tiously and faithfully studying and working 
on this problem during these intervening 4 
years. 

As they studied the problem, they recog- 
nized the enormous job that would fall upon 
the shoulders of a medical director. If psy- 
chiatry were to be effectively organized to 
meet the needs not only for the diagnosis and 
treatment of patients but also in the fields of 
public education, research, medical educa- 
tion, medicolegal problems, improvement of 
the state hospitals, and many other areas, 
the job of medical director should require 
several full-time men. 

Early in 1945 the committee solicited the 
suggestions and opinions of all members 
about their relations to the Association. The 
committee was discouraged in that they re- 
ceived a very small percentage of replies. 
Because of this, the reorganization commit- 
tee recommended and then carried out a full 
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day forum at the Annual Meeting. This was 
begun at the 1946 meeting in Chicago, and 
12 different aspects of the problem were pre- 
sented and extensively discussed at the meet- 
ing in New York in 1947. 

These discussions by the membership left 
no doubt as to the existence of a rather 
widespread dissatisfaction with the Associa- 
tion’s methods of operation. This seemed 
to be related principally to our outmoded 
method of operation of our Association. The 
reorganization committee asked that it be 
discharged at that time, but again the Coun- 
cil continued it, and instructed that it develop 
recommendations relative to the organiza- 
tional structure and to actually find the medi- 
cal director. Again they faithfully pursued 
their work and did find and recommend the 
medical director, Dr. Daniel Blain, who was 
appointed by the Council in April of 1948 
to serve immediately in a part-time capacity 
until he could become full-time in September, 
1948. This committee set about diligently 
studying the methods of organization of 
many of the large medical organizations. 
They conferred directly, through personal 
visits, with the offices of several of these 
organizations. They began drawing charts 
and plans and redrew them several times as 
they gained more information. 

At the May meeting in Washington they 
presented their plan. It was an extensive 
plan, much more than could be adequately 
explained in the one short session, or di- 
gested by the listeners. 

The plan presented was a set of sugges- 
tions. They are merely suggestions, and that 
is all the committee itself regards them as. 
They are to be molded, changed, accepted, 
or rejected as the members desire. This ap- 
plies to the organization structure itself. It 
applies to the suggestions regarding the dis- 
tricts. It applies to the method of selecting 
representatives. It applies to the entire con- 
stitution and by-laws. 

The Council has approved of the general 
plan on several occasions, and hopes that 
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the membership will now study it. It hopes 
that each affiliate society will consider the 
plan carefully. Members of the Council and 
members of the reorganization committee 
will be glad to be of help in explaining the 


plan and when possible attend meetings of 
the affiliate societies to discuss the proposals 
or answer questions. Of course many ques- 
tions cannot be answered definitely because 
the plan is so tentative. 
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BIOCHEMICAL RESEARCH IN PSYCHIATRY 


Recent important advances in knowledge 
of the role played by psychological events 
in producing bodily symptoms have led many 
otherwise able investigators in the field of 
psychiatry to neglect the somatic (biochemi- 
cal) elements essential to the existence and 
effective functioning of the whole person. 
This is symptomatic of a trend in modern 
psychiatry which, if continued, will narrow 
this field to specialization in psychotherapy 
and social relationships, thereby divorcing 
it almost entirely from medicine and biology. 

To reply briefly to*the question: “What 
meaning has biochemistry for psychiatry ?” 
A general answer may be found in Walter 
Cannon’s “The Wisdom of the Body.” Here 
he has demonstrated that the capacity of 
man to function at all as a whole person 
is dependent on the continuous maintenance 
of delicate and complex homeostatic mech- 
anisms. In other words, the well-being of 
a person (1.e¢., his feeling of enthusiasm for 
life and his capacity to work) is as dependent 
on the maintenance of a continuous and deli- 
cate quantitative adjustment of hormonal 
and metabolic substances (i.e., chemicals) 
in blood and other body tissues as it is on 
the maintenance of a well-balanced psycho- 
logic state. Slight variations in any of these 
variables may affect mental functions. For 
example, the brain is peculiarly vulnerable 
to changes in metabolites supplied by the 
blood. The effects on human behavior of 
oxygen and glucose deficits are well known. 
In fact, the complex changes produced in 
human personality by insulin hypoglycemia 
may be observed daily on almost any psy- 
chiatric service concerned with the treatment 
of schizophrenia. A great deal is known 
about glucose metabolism in muscle and liver 
but relatively little about its metabolism in 
the brain. There are many other metabolites 
on which the brain is dependent for normal 
function (potassium, sodium, thyroid, etc.), 
but only a little is known about many of them 
and they can only be mentioned in passing. 

One of the common clinical conditions 
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which psychiatrists are supposed to treat 1s 
delirium. We know that some people develop 
delirium with fever or excessive doses of 
drugs and in response to overwhelming emo- 
tional trauma. Yet when confronted with 
a given case, psychiatrists frequently cannot 
differentiate between delirium induced by 
toxic or metabolic disorders and delirium 
from intolerable psychological experiences. 
Our methods of treatment for patients in 
delirium are grossly empirical and not satis- 
factory. They will not improve much until 
we know more about the brain chemistry 
because, from what little evidence we have, 
most states of delirium appear to be the 
result of metabolic deficits or excessive 
amounts of drugs or products of bacterial 
action—all chemical. 

In the case of the neuroses we need more 
biochemical knowledge to understand and 
treat many of these conditions. The large 
group of cases classed as neurocirculatory 
asthenia have such poorly controlled neuro- 
circulatory systems that even the average 
experiences of everyday life are too much 
for them. The most skilled psychotherapy 
produces little improvement. This is a prom- 
ising field for biochemical research because 
of the recent discovery of the antihistaminic 
drugs. It is of particular interest that these 
drugs produce disorders of mood and other 
mental functions. 

It is also noteworthy that diet has a marked 
effect on the presence or absence of symptoms 
commonly called neurotic. For example, 
minor deficiencies in some of the B vitamins 
or lack of certain amino acids result in such 
symptoms as depression, weakness, irrita- 
bility, overconcern, and anxiety. The rice 
diet relieves hypertension; it also makes 
many patients depressed. Biochemical and 
psychological investigations will be required 
before we understand the essential elements 
back of these results. 

Major defects in endocrine function seri- 
ously affect personality functions. The close 
relation between thyroid function and per- 
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sonality function is well established. Yet 
some psychiatrists are not aware that prob- 
lems requiring cooperation of biochemists 
and psychiatrists remain to be solved in this 
area. The relation of other endocrines to 
mental functions remains a_ controversial 
subject but for that reason is a most im- 
portant field for research. 

We have ample evidence that biochemical 
research has contributed much to our under- 
standing of abnormalities in human behavior. 
The fact that some progress has been made, 
in spite of the limited interest of psychiatrists 
in biochemistry on the one hand and the 
well-known aversion of physicians and bio- 
chemists for patients with mental disorders 
on the other, indicates that extraordinary 
advances in our understanding and control 
of mental and nervous disorders could be 
achieved by thoroughgoing cooperative re- 
search. 

The few investigators who have reviewed 
biochemical research in psychiatry have 
agreed that there are at least two important 
requirements which will have to be satisfied 
before major advances can be expected in 
our understanding of mental disorders. The 
first involves the intensive and systematic 
study of the chemistry of the brain. At 
present less is known about the chemistry 
of the brain than of any other major organ. 
The second requires long-term clinical and 
biochemical studies of patients with mental 
disorders, and contrasting findings during 
exacerbations with those of remissions. Rec- 
ommendations that these two approaches be 
carried out have been made repeatedly over 
the past 20 years. Yet only abortive attempts 
have been made to implement either of these 
projects because the men who have begun 
them have given up early owing to pressure 
for quick results, and the inability of the 
institutions to obtain financial aid for sup- 
port of long-term programs. 

It is noteworthy that intensive and sys- 
tematic attacks on the chemistry of blood, 
muscle, antibiotics, etc., with modern methods 
yield results of extraordinary value. The 
example of the fruitful results of the planned 
intensive and extensive investigation of blood 
proteins at the Harvard Medical School 
under the leadership of Edwin J. Cohn in- 


dicates what might be expected if brain 
chemistry were attacked in a similar manner. 

The recent advances in biochemistry make 
possible many promising approaches to the 
problem of the chemistry of the brain. The 
techniques for the study of enzyme systems 
in muscles and other tissues have reached 
a point where they can readily be applied 
to the study of enzyme systems of the brain. 
The microchemical analysis of individual cells 
and minute amounts of brain tissues should 
be made and correlated with various states 
of electrical and functional activity of the 
nervous system. The distribution of trace 
elements (such as zinc, magnesium, and 
manganese) awaits reinvestigation and cor- 
relation. With these microchemical tech- 
niques a chemical map of the brain could 
be made that could be correlated with an- 
atomical and functional areas. Furthermore, 
advances in the methods of studying cyto- 
chromes have reached a point where they 
could fruitfully be applied to the brain. The 
solution of the problem of controlling de- 
lirium, to say nothing of insomnia, awaits 
knowledge of brain chemistry and the effect 
of drugs on enzyme systems. ; 

There are a variety of long-term studies 
that should be carried out on psychotic pa- 
tients. For example, from recent investiga- 
tions there is evidence that psychotic patients 
fail to respond to various alarm-producing 
stimuli in the way normal people do. The 
lymphocytes are of special interest because 
recent experiments of Long and others have 
demonstrated that lymphocytopenia develops 
in animals after stress only if both the pitui- 
tary and adrenal glands are intact. This 
reaction therefore constitutes a relatively 
simple method of testing whether or not a 
patient under stress can mobilize certain 
adrenal-cortical hormones, the 11 ketoster- 
oids. These studies should be amplified and 
repeated on the same patients in remission. 

There are reports of abnormalities in pro- 
tein metabolism in schizophrenic patients 
which warrant further study. Gjessing’s 
carefully controlled studies of catatonic pa- 
tients indicated a retention of protein me- 
tabolites with exacerbation in symptoms. 
Other investigators have observed abnormally 
low amino acids in severely ill schizophrenics. 
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Again others have reported defective ab- 
sorption of food, and particularly proteins 
in similar patients. Only long-term carefully 
controlled studies can determine the validity 
and importance of these observations. 

The possibility of amino acids being im- 
portant for brain activity is suggested by the 
fact that glutamic acid is metabolized by 
brain slices. Furthermore, glutamic acid 
when fed to animals (rats) and mentally 
deficient children apparently increases their 
activity. 

The recently developed methods for mea- 
suring individual amino acids should be util- 
ized in reinvestigating these reports of de- 
fects of protein metabolism in schizophrenics 
and of the effects of amino acids on human 
behavior. 

The time is ripe for the establishment of 
a number of biochemistry laboratories in 
connection with neurological and psychiatric 
departments in a number of medical centers 
that are conducting research in psychiatry, 
psychosomatic medicine, neurophysiology, 
electrophysiology, and neuroanatomy. There 
are also psychiatric institutions where small 
biochemistry laboratories have been started, 
but it is noteworthy that they all have in- 
adequate funds from term grants and the 
future is too uncertain to undertake a major 
research problem. 

The second essential program that should 
be started in a number of institutions is that 
of the long-term study of patients under 
carefully controlled conditions. The varia- 
tions and discrepancies in the findings of 
various investigators in connection with the 
investigation of many mental disorders have 
been due to the short period of the study, 
to the lack of controls, and failure to control 
diet and activity of the patients. When con- 
trol studies are attempted in small hospitals 
privately supported, the cost of patient care 
is prohibitive. One of the many anomalies 


in the psychiatric care of patients is that the 
institutions that house most of the patients 
have practically no facilities for conducting 
research. Even the few relatively new psy- 
chopathic hospitals have very little space for 
research and the funds allotted for investi- 
gative work are pitifully inadequate. This 
situation can be remedied by establishing 
research divisions in connection with federal, 
state, and city psychiatric hospitals. These 
divisions must have continuity of financial 
support that will make possible the plan- 
ning of 1o- and preferably 20-year research 
projects. 

Biochemical research has contributed much 
toward the understanding and treatment of 
mental disorders. This has happened in spite 
of the fact that there has rarely been any 
systematic or intensive effort to coordinate 
research in biochemistry with research in 
psychiatry or, for that matter, in neurology. 
Investigation of the biochemistry of the brain 
has been comparatively neglected while other 
organs have been studied intensively with 
fruitful results. Psychiatrists will have to 
take the initiative in promoting studies of 
brain chemistry because biochemists avoid 
the investigation of subjects associated with 
mental disease. The systematic and intensive 
application of recently developed biochemical 
methods to the study of patients with mental 
disease can be expected to increase appre- 
ciably our understanding of nervous and 
mental disorders. 

This coordinated effort can be most ef- 
ficiently effected by developing biochemistry 
research laboratories in conjunction with in- 
stitutions with facilities for studying and 
treating a considerable number of patients 
over a long period of time. At present there 
are a number of city and state psychopathic 
hospitals where such laboratories could be 
established. 

EpwIn M. D. 


INTERNATIONAL CONGRESS ON MENTAL HEALTH 


Over 2,000 persons from 56 countries met 
in Central Hall, Westminster, London (Au- 
gust I1-21), where the first United Nations 
Assembly gathered, to attend the three inter- 
national conferences related to psychiatry 
and mental health. They were from the 


following professions: medicine (including 
psychiatry), psychology, sociology, anthro- 
pology, political science, economics, history, 
education, the ministry, law, social work, 
and nursing, and also laymen interested in 
mental hygiene. 
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The International Conference on Child 
Psychology discussed aggression in relation 
to emotional development, family life and 
the community, and also psychiatric problems 
in education. The International Conference 
on Medical Psychotherapy considered the 
genesis of guilt, guilt and the dynamics of 
psychological disorder in the individual, col- 
lective guilt and advances in individual and 
group therapy. The International Conference 
on Mental Hygiene devoted one day each on 
the following topics: the problems of world 
citizenship and good group relationships, the 
individual and society, family problems and 
psychological disturbance, mental health in 
industry and industrial relations, and plan- 
ning for mental health. 

Members of The American Psychiatric As- 
sociation who took part in the program were 


the following: our honorary member, J. R. 
Rees, president of all three conferences ; Karl 
M. Bowman; Winfred Overholser ; George 
S. Stevenson; G. Brock Chisholm; Frank 
Fremont-Smith ; Frederick Allen ; Carl A.-L. 
Binger; Erich Lindemann; J. M. Murray; 
J. A. P. Millet; Flanders Dunbar; William 
H. Dunn; and Daniel Blain. 

Dr. Frederick Allen (U.S. A.) was elected 
president of the International Association 
for Child Psychiatry. (Other news of this 
association and the International Association 
for Medical Psychotherapy will appear in 
a later issue. ) 

Of the 290 who registered at the London 
meetings from the United States and Canada, 
110 were members of The American Psy- 
chiatric Association. 

DANIEL M. D. 


WORLD FEDERATION FOR MENTAL HEALTH 


Delegates from 21 nations having National 
Committees for Mental Hygiene or their 
equivalents, which were accredited by the 
International Committee for Mental Hy- 
giene, met during the meetings of the Inter- 
national Congress on Mental Health and 
adopted the following resolution: “That this 
meeting recommends the formation of a 
World Federation of Mental Health, in con- 
tinuation and expansion of the International 
Committee for Mental Hygiene,” on motion 
by Dr. Frank Fremont-Smith. 

A constitution was adopted and the fol- 
lowing officers elected: President, J. R. Rees, 
M.D. (U. K.); Vice-president and Presi- 
dent-elect, André Répond, M. D. (Switzer- 
land); Secretary, Kenneth Soddy, M.D. 


(U. K.); Treasurer, Frank Fremont-Smith, 
M.D. (U.S. A.). Also the following mem- 
bers of the Executive Board: For 3 years, 
Jaroslav Stuchlik, M.D. (Czechoslovakia) 
for Europe, Chairman; Keki Masani, M. D. 
(India) for Asia: George S. Stevenson, 
M.D. (U.S. A.) for North America; Prof. 
Henrique de Brito Belford Roxo, M.D. 
(Brazil) for South America. For 2 years, 
E. S. Krapf, M. D. (Argentina) ; Y. Porc’her 
(France); Doris Odlum, M.D. (U. K.); 
Miss Kerstin Hesselgren (Sweden). For 
1 year, J. D. Griffin, M. D. (Canada) ; Prof. 
H. C. Rumke (Holland); J. Russel, M. D. 
(New Zealand) ; Mohamed Kamel el-Kholi 
Bey (Egypt). . 
DANIEL Brarn, M.D. 


NEWS AND NOTES 


MentTAL HospitaL PoruLaTION STATIS- 
rics.—The 1946 census of patients in mental 
institutions in the United States, compiled 
by the Bureau of the Census, showed a first- 
admission rate to public mental hospitals 
during the year of 88.4 per 100,000 of the 
population, with a hospitalization rate of 
372.2 per 100,000. 

The first-admission rate ranged from 58.1 
in Indiana to 146.3 in New Hampshire with 
corresponding hospitalization rates ranging 
from 206.1 in Utah to 593.9 in New York. 
It seems probable that the wide variation 
from state to state is due in large part to 
differences in accommodation facilities. 

The total public and private mental hos- 
pital population in the United States for 
1946 was 527,428. 


NUTRITION IN NEW YorK STATE Hos- 
PITALS.—The New York Department of 
Mental Hygiene has announced a new bread 
formula with enhanced nutritive value for 
use in all institutions administered by the 
Department. The new formula is the result 
of several years’ research in cooperation 
with a flour-milling company, the depart- 
ment of nutrition of Cornell University, and 
the American Dry Milk Institute and is de- 
signed to increase the protein, vitamin, and 
mineral content of the daily diet with no in- 
crease in cost. The composition of the im- 
proved loaf is shown in the following table, 
with the corresponding ingredients of the 
average commercial loaf for comparison. 


Amounts Per Pounp or BREAD 


Average New York 
commercial State 
loaf loaf 
Protein (grams) ........ 36.3 61.5 
Pat 17.3 16.7 
Carbohydrate (grams) .. 227.5 309.9 
den nee 1,211 1,636 
Calcium (grams) ....... 0.204 0.48 
0.445 0.845 
Iron (milligrams) ....... 8.2 14.6 
Vitamin A (units)....... a 627 
Thiamin (micrograms) .. 1,090 1,977.8 
Riboflavin (micrograms). 699 1,806.5 
Niacin (milligrams) .... 10.0 140.5 
Ascorbic acid 
(milligrams) ......... = 2.21 
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The Department of Mental Hygiene an- 
nounces that the improved formula has been 
made available to institutions of other states 
and to the baking industry. 

NATIONAL ApvisoRY MENTAL HEALTH 
CounciL.—Dr. Leo H. Bartemeier, associate 
professor of psychiatry, Wayne University 
College of Medicine, Detroit, and Dr. Carlyle 
Jacobsen, dean of the Graduate School, State 
University of Iowa, have been appointed 
members of the Council to succeed Dr. David 
Levy of Columbia University and Dr. Ed- 
ward A. Strecker of the University of Penn- 
sylvania, whose terms expired June 30, 1948. 

The National Advisory Mental Health 
Council is a body of 6 leading authorities in 
psychiatry which consults with, and makes 
recommendations to, the Surgeon General 
on matters relating to the Public Health 
Service activities in the field of mental health. 
The other members of the Council are Dr. 
Karl M. Bowman of the University of Cali- 
fornia, Dr. Alan Gregg of the Rockefeller 
Foundation, Dr. William C. Menninger of 
the Menninger Clinic, and Dr. John Romano 
of the University of Rochester. 


GRANTS UNDER THE NATIONAL MENTAL 
Heattu Act.—An appropriation of $9,028,- 
ooo for the fiscal year of 1949 is designed 
to finance a threefold program of research 
in mental illness, development of local men- 
tal health facilities, and the training of per- 
sonnel. Grants have been authorized to a 
wide range of universities, hospitals, and 
clinics to support their training programs, 
to provide training stipends in the fields of 
psychiatry, clinical psychology, psychiatric 
social work, and psychiatric nursing, and to 
support research. The grants were recom- 
mended by the National Advisory Mental 
Health Council and were approved by the 
Surgeon General of the Public Health Ser- 
vice. For the year 1949, 86 training grants 
and 264 training stipends were awarded. 

POSTGRADUATE SEMINAR, METROPOLITAN 
(Mass.) STATE Hospitat.—The 14th Semi- 
nar in Neurology and Psychiatry (Oct. 1, 
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1948 to May 20, 1949) will consist of 3 
separate courses running concurrently as 
follows: 

Review Course in Basic Neurology and 
Psychiatry. Thirty-six lectures from Oct. 1 
to Dec. 3 and from Mar. 4 to May 20, 1949, 
at the Metropolitan State Hospital, 475 
Trapelo Road, Waltham, Mass. 

Course in Social and Special Psychiatry. 
Thirty-six lectures from Oct. 13 to Dec. 8, 
and from Mar. 16 to May 11, 1949, at the 
Boston Psychopathic Hospital, 74 Fenwood 
Road, Boston, Mass. 

Course in Pediatric Neuropsychiatry. 
Twenty lectures, from Oct. 11 to Dec. 6, 
and from Mar. 14 to May 9, at the Walter E. 
Fernald State School, Waverley, Mass. 

INDUSTRIAL PSYCHIATRY AT CORNELL 
University.—Dean M. P. Catherwood, of 
the School of Industrial and Labor Rela- 
tions, Cornell University, has announced the 
appointment of Dr. Graham Taylor, of the 
Allan Memorial Institute of Psychiatry, 
Montreal, and a graduate of McGill Uni- 
versity, as the first fellow in industrial psy- 
chiatry in the School. 

The project of training psychiatrists for 
the industrial and labor relations field, origi- 
nated by Dr. Alexander H. Leighton of the 
department of sociology and anthropology, 
Cornell University, is supported by a grant 
from the Carnegie Corporation. 


REsIDENCIES IN PSYCHIATRY AND 
NEuROLOGY.—Applicants for residency train- 
ing in these fields in Veterans Administra- 
tion hospitals must be citizens of the United 
States, graduates of a school of medicine ap- 
proved by VA and the Council on Medical 
Education and Hospitals of the American 
Medical Association, and have completed an 
internship acceptable to VA. In general, 
these residencies cover a 3-year program of 
specialty training, although I- and 2-year 
programs also are available at most of the 
hospitals. 

Physicians interested may obtain infor- 


mation and application forms regarding the 
residencies by writing the Chief Medical 
Director, Veterans Administration, Wash- 
ington 25, D. C. 


New CHILD GUIDANCE CLINIC IN NEW 
Jersey.—A child guidance clinic under com- 
munity sponsorship is to be established this 
autumn in the Oranges and Maplewood in 
New Jersey. It will supplement the work of 
the Essex County Child Guidance Clinic, 
whose distinguished director was the late 
Dr. James S. Plant. The new clinic will 
cooperate closely with the public schools and 
social agencies of the community and will 
conduct an educational and preventive as 
well as treatment program. 

Maintenance of the clinic is assured by 
joint action of the municipal governments 
of East Orange, Orange, West Orange, 
South Orange, and Maplewood and by con- 
tribution from a private endowment fund 
for child welfare. Events which led to the 
founding of this clinic were popularly de- 
scribed in a Saturday Evening Post article 
(August 7, 1948), “The Case that Rocked 
New Jersey.” The clinic is independently 
incorporated and will be administered by an 
autonomous board. 

Psychiatrist and medical director and 
other members of the professional staff are 
still to be appointed. Further information 
can be obtained from the Social Welfare 
Council, 439 Main St., Orange, N. J. 


CorrEcTION.—Dr. Coyt Ham, superinten- 
dent of the South Carolina State Hospital, at 
Columbia, So. Carolina, calls attention to an 
error in Table 4, page 740, of the May 1948 
issue of the JoURNAL, which shows the cost 
of care per diem per patient at that hospital 
as $.69. The correct figure (for the year 
1944-45) should be $.96. 

We are glad to correct this typographical 
error and to add that the per diem per capita 
costs at the South Carolina State Hospital 
have risen steadily from $.86 for the year 
1942-43 to $1.36 for the year 1947-48. 
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BOARD OF 
QUALIFICATIONS IN 


In order to facilitate the arrangements for 
training in child psychiatry (which consti- 
tutes a major aspect of modern psychiatry), 
the American Board of Psychiatry and Neu- 
rology will accept one year of training in 
psychiatric clinics for children which may 
or may not be a part of a hospital approved 
for residency training, provided such a clinic 
gives adequate supervision and instruction 
for full-time training during the entire third 
year of the required three-year formal train- 
ing period. For the purpose of evaluating 
such clinics, the following conditions and 
criteria are deemed essential by the American 
Board of Psychiatry and Neurology : 


AMERICAN 


(1) That the clinic have a full-time medical di- 
rector, psychologist, and social worker qualified by 
training and experience in child psychiatry and 
allied fields to supervise the training of residents. 

(2) That the major portion of such training be 
devoted to therapy adequately supervised by this 
qualified staff. 

(3) That the service and teaching activities of the 
clinic be integrated with those of the community 
and its social agencies. 

(4) That clinic work be supplemented by semi- 
nars, case conferences, journal clubs, or other op- 
portunities for the discussion of the basic prin- 
ciples involved in outpatient work with children 
and parents, teacher, public health, and welfare 
agency personnel. 

(5) That such a training clinic be well estab- 
lished in the community with a qualified staff that 
has operated together long enough as a team to 
insure stable and sound functioning. 

(6) That the senior members of the clinic team 
show evidence of previous experience in the teach- 
ing of psychiatry in general, child psychiatry in 
particular, and their allied fields. 


These criteria set forth by the Board per- 
tain more particularly to community-spon- 
sored clinics offering full-time training in 


PSYCHIATRY 


AND NEUROLOGY INC.— 


CHILD PSYCHIATRY 
child psychiatry durmg the third year of 
formal residency training. If these clinics 
are affiliated with hospitals already main- 
taining approved programs, separate ap- 
proval is not required unless warranted on 
the basis of their meeting all requirements 
for straight fellowship training in child psy- 
chiatry. 

The following clinics are acceptable to the 
American Board of Psychiatry and Neu- 
rology as qualifying under these provisions: 


Children’s Psychiatric Division, Langley Porter 
Clinic, San Francisco, Calif. Dr. Stanislaus Szurek, 
director. 

Bureau of Mental Hygiene, 1179 Main Street, 
Hartford, Conn. Dr. Jas. M. Cunningham, 
director. 

Louisville Mental Hygiene Clinic and Child 
Study School, 610 South Floyd Street, Louisville, 
Ky. Dr. Spafford Ackerly, director. 

The Guidance Center, 1737 Prytania Street, New 
Orleans, La. Dr. Milton E. Kirkpatrick, director. 

The Psychiatric Clinic of the Mental Hygiene 
Society of Maryland, Baltimore, Md. Dr. H. 
Whitman Newell, director. 

Children’s Center, 244 Townsend Street, Rox- 
bury, Mass. Dr. Marian Putnam and Mrs. Beata 
Rank, co-directors. 

Judge Baker Guidance Center, 38 Beacon Street, 
Boston, Mass. Dr. George E. Gardner, director. 

Amherst H. Wilder Clinic, 379 Rice Street, St. 
Paul, Minn. Dr. Hyman S. Lippman, director. 

Central Clinic, Cincinnati General Hospital, Cin- 
cinnati, Ohio. Dr. Maurice Levine, director. 

Child Guidance Center, 1711 Fitzwater Street, 
Philadelphia 46, Pa. Dr. Frederick H. Allen, 
director. 

Pittsburgh Child Guidance Clinic, 3004 Victoria 
Street, Pittsburgh 13, Pa. Dr. Harry M. Little, 
director. 

Children’s Service Center of Wyoming Valley, 
335 South Franklin Street, Wilkes-Barre, Pa. 
Dr. J. Franklin Robinson, director. 
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An INTRODUCTION TO CLINICAL NeEurROLoGy. By 
Gordon Holmes, M.D., F.R.S. (Edinburgh: 
E. & S. Livingstone, Ltd., 1947.) 


It is impossible to debate for long a thesis one 
admires and with which one agrees with a whole 
heart. Only phrases of praise in simple syllables 
come to the mind. Here is a small book (pp. 180) 
in which is written down the philosophy of neural 
physiology. The author for decades has been known 
as one of the greatest neurologists living; he has 
absorbed the teachings of Hughlings Jackson and 
Sherrington and in this smaller volume has applied 
their austere intellectual rectitude to the explanation 
of morbid physiology and its clinical investigation. 
He insists rightly that such investigation must de- 
pend for success on the thoughtful experience of 
the clinician who, acquainted with the nature and 
the location of the disease of the patient, is then 
in a position to assess properly the results of an- 
cillary methods in diagnosis. Today there has 
grown up a routine of testing—by X rays, air 
studies, and electroencephalography, et al.—called 
for short (though far from short for the patient) 
“a complete work up.” These are applied often 
without thought beforehand as to how the doctor’s 
thinking might be modified should the tests turn 
out this way or that. The tests are applied first and 
thought postponed till later, maybe in the hope that 
such an extreme measure on the part of the physician 
may not after all become necessary. This book puts 
first things first. The history and examination of 
the patient get their correct setting and value, to 
which laboratory information is later thoughtfully 
added to embellish or correct the clinical picture 
already established : established through careful con- 
sideration of the nature and meaning of the symp- 
toms and abnormal signs presented or discovered in 
a patient with a nervous disorder. Again and again 
throughout this small volume one sees the cautious 
behaviour of a neurologist deeply trained by the 
experience of a lifetime: to look, to consider, to 
weigh, to seek a latent harmony or disharmony in 
signs and symptoms, to seek out trends and never 
to forget to consider the individual as a whole; 
“for his personality, his reactions and his beha- 
viour are often as valuable indications in diagnosis 
as the physical signs elicited in examination.” 

It is properly stressed that “the significance of 
slight changes from the normal may be just as 
great as that of more pronounced changes; it is, 
however, essential that the observer satisfies him- 
self that the deviation is pathological.” The ability 
to satisfy oneself as to what is within the standard of 
normality can only be obtained by deep study of 
such a book as this is and then year in and year 
out an application of such study to patients. To 
the making of a fine doctor there must be added 
also a faculty for speculative imagination, remem- 


bering always a warning given by Jackson and 
Darwin that if one has a theory one is beholden 
not just to prove it but to attempt its disproof as 
well. 

The book treats of the physiological and anatomi- 
cal meaning of function, normal and abnormal. It 
deals little with “diseases” but explains lucidly 
why such and such a happening must follow such 
and such a lesion. It pays scant attention to signs 
and syndromes especially those with proper names 
attached to them, but it draws a word picture of 
physiological necessity, through anatomical deter- 
minism in which all such small details become nat- 
urally included. It is not easy reading for a medi- 
cal student for this very reason and the student’s 
way might be made easier if more illustrations— 
line drawings perhaps in Dejerine’s manner—were 
added to clinch visualization of the text. 

The chapters on “Sensation and its Examination” 
should be read and practised by every neurologist. 
It would appear that this investigation is too often 
sketchy and superficial; here are laid down the nec- 
essary facts without scrupulosity ; but practice short 
of these facts will very often practice error. It 
is good to read that “the distinction of protopathic 
and epicritic sensibilities, each with its own ana- 
tomical system of fibres, offers no practical advan- 
tages and is of doubtful validity.” This notion must 
have come to many observers during the past quar- 
ter century ; this reviewer for long has thought it a 
dogmatic pattern made of webby shadows, but it 
takes the statement of Head’s colleague in sensory 
research to make the matter plain. Something of 
the same may be said regarding the treatment of 
the aphasias and agnosias. Here the value of the 
known cortical areas for various speech attributes 
and functions has been decently restored and a 
balance struck stably, so that mystical phrases in 
this regard, like “in speech-function the cortex 
works as a whole,” need no longer confuse clarity 
of thinking. Perhaps the onslaught of Marie, Head, 
and Moutier was needed 30 years ago to correct the 
vice of oversimplification, but Holmes has corrected 
the unbalance which for a while was confusing and 
made men lose their way. 

Perhaps the author underplays the role of the 
hypothalamus as not only the metabolic pacemaker, 
but the pacemaker of mood and emotional control. 
But this is arguable. He has decided to stay within 
his known facts and the book is small. Could it 
be enlarged to deal more with the wide disturbances 
in vital rhythm following disease of the basal gan- 
glia and hypothalamus it would cover a wider and 
deeper field, but then it would have to tackle disease 
in action and it would have to be a longer book. 

And that would be a good thing, for there could 
not be too much of a book as good as this one. 

Foster Kennepy, M. D., 
New York City. 
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Tue ConTEMPORARY AMERICAN FAmI Ly. By Ernest 
R. Groves and Gladys H. Groves. (New York: 
Lippincott, 1947.) 


The Groves, in this book, have given us an up- 
to-date, revised version of their 1934 volume, 7/e 
American Family. In every sense of the word the 
present volume is a textbook on the subject. They 
call attention to the “impossibility of understanding 
any form of social organization without the insight 
given us by the family structure.” They define the 
family as “the grouping of persons maintaining -the 
relationship recognized as that of parents and chil- 
dren.” With the foregoing premise and definition 
the book goes ahead to explore personal family ex- 
perience, a process called socioanalysis. 

There are 4 parts to the book: the development 
of the family; psychological aspects of American 
family experience; social problems of the American 
family ; specialized programs for the conservation 
of the American family. Each part is subdivided 
into a number of chapters. Each chapter opens with 
a “foreword,” which is, in effect, an anticipatory 
summary. One achieves a feeling of continuity and 
integration in this sort of organization. 

The Groves feel that a study of the primitive 
family is basic to understanding the conceptual con- 
tent of the modern family. A similar attitude is ex- 
pressed with reference to the study of the origin of 
marriage. It is worth noting (in view of the socio- 
logical reaction to the Kinsey report) that the 
Groves feel that “sex desire provided one of the 
needs for marriage; it did not in itself furnish the 
motive.” We are given to understand that a bio- 
logical factor preceded social formalization. Primi- 
tive families are exemplified by Pueblo and Cochiti 
Indians. From the primitive family the authors 
proceed to an analysis of the patriarchate, using the 
Hebrew, Greek, and Roman families as examples. 

The historical background of the present-day 
American family is very well handled by consider- 
ing what are called the several “traditions” that 
form a_ structural social foundation: Puritan, 
Dutch, Quaker, English, Cavalier, French, Spanish, 
and finally the heterogeneous composite called 
“Colonial.” To this must be added, of course, the 
post-Revolutionary immigrations. In developing the 
theme of this Joseph’s coat of origins the authors 
trace also the emergent role of woman suffrage, 
concluding that “the most surprising thing about the 
voting of women has been the little difference that 
it has seemed to make in our political life.” 

The chapter on marriage is well done, though of 
necessity short. I found it a sort of encapsulated 
version of the much later “Successful Marriage” 
by Fishbein and Burgess. The chapter on the “ar- 
rested family’—the childless family—is good. It 
should be read by all such families, especially those 
planning adoption. The chapter on the “broken 
family” is very well done: divorce; death or ab- 
sence of one parent; religious differences; racial, 
cultural, or moral differences; frequent migration 
or tearing-up-of-roots; war; incompatibility. All 
these are factors mitigating against familial soli- 
darity and continuity. They are each carefully ana- 
lyzed and evaluated in terms of their traumatic 


_[Oct. 


impact. The statistics on divorce and desertion are 
particularly emphasized. 

The fourth part on specialized programs for the 
conservation of the American family is of especial 
interest in that the mechanics, as it were, of fam- 
ily structure are given attention. The “legal ap- 
proach” considers the legal regulations of marriage, 
of abortion, birth control, and illegitimacy. The 
“biologic approach” concerns itself with eugenics 
and euthenics and with the broad sweep of genetics, 
i.e., the transmissibility of normal and abnormal 
physical and mental characteristics. The “medical 
approach” takes up public health, venereal disease, 
infant and maternal welfare, and geriatrics. Curi- 
ously, in neither of the biomedical chapters is there 
any consideration of the child as a biogenetic prob- 
lem in growth and development. 

The Groves have produced a book which should 
be the vade mecum of all those who must work 
sociologically, or biomedically, with the family. 
They have provided an overview that must give 
deep insight and broad perspective to student and 
researcher. By its very nature the volume cannot be 
definitive on each and every concept or phase. Thus 
“frigidity” and “infertility” receive only a page or 
two of comment. But they are mentioned, and in 
context. For amplification of these (and other) 
themes, the reader may consult some 52 pages of 
topically listed bibliographic references. 

I might add that as I read this book I had the 
feeling that the title might have been qualified as 
“The Contemporary American [White] Family.” 
This does not mean a sin of commission, but rather 
one of omission. The modern family structure de- 
scribed seemed to focus mainly upon a middle-class 
majority population. 

Witton Marion KroGMan, Pu. D., 
Graduate School of Medicine, 
University of Pennsylvania. 


DEVELOPMENTAL DraGNosis. Second Edition. By 
Arnold Gesell, M.D., and Catherine S. Ama- 
truda, M.D. (New York: Paul B. Hoeber, 
Inc., 1947.) 


This book bears the subtitle “Normal and Ab- 
normal Child Development” and under this subtitle 
appears “Clinical Methods and Pediatric Applica- 
tions.” A glance at the table of contents reveals a 
wide range of subjects discussed from the viewpoint 
of development. Part One, presenting fundamental 
principles of growth, norms of development, and 
methods of examination, contains numerous illus- 
trations, diagrams, and very useful tables. Part 
Two, devoted to “Defects and Deviations of De- 
velopment,” includes amentia, endocrine disorders, 
neurological diagnosis of infant behaviour, cerebral 
injury, blindness, deafness, prematurity, precocity, 
environmental retardation, and clinical aspects of 
child adoption. These subjects are accompanied by 
excellent case histories. Part Three, “The Protec- 
tion of Early Child Development,” deals with (1) 
the role of the pediatrician in diagnosis, prognosis, 
and guidance in development and (2) the impor- 
tant areas of application of developmental pediatrics. 
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There are also 6 appendices containing growth 
charts, examination and case study techniques, and 
discussion of professional training for developmental 
pediatrics. This term is defined by the authors as 
“a form of clinical medicine which is systematically 
concerned with the diagnosis and supervision of 
child development” and they suggest “this phase of 
pediatrics has vast implications for the social as- 
pects of medicine.” 

The authors make no suggestion that their pre- 
sentation of this wide variety of topics comprehen- 
sively covers the fields of neurology, endocrinology, 
and mental deficiency in pediatrics. In each of the 
topics, emphasis is on methods for early diagnosis 
so that sound prognosis can be given and growth 
potentials conserved. To date there has been too 
much hit-and-miss guessing about the developmental 
status and prognosis of the infant and preschool 
child. Too often parents were told that their defec- 
tive infant was “normal” or that their normal infant 
was “defective.” Too many infants have been ex- 
pected to “grow out” of too many conditions 
through the mere passage of time. For anyone ex- 
pected to give better answers about children the 
practical application of the authors’ norms of de- 
velopment and the developmental quotient would 
appear very valuable. The potentially devastating 
effects of deafness, blindness, and cerebral injury 
in the over-all development of the child are pre- 
sented with real force and insight. In view of this 
excellent approach it was disappointing that there 
was so little reference to such speech deviations as 
stutter, for which the physician’s armamentarium 
is too often limited to tonsillectomy or recourse to 
the type of speech specialist with inadequate back- 
ground in the clinical aspects of medicine and psy- 
chology. 

In the introduction, the authors point out that 
their norms of maturity have proved effective not 
only in the study of normal variations of develop- 
ment but in the diagnosis and supervision of pedia- 
tric, neurological, and psychiatric conditions. They 
believe that this volume will make these norms and 
procedures available to students and physicians. 
For undergraduate teaching the reviewer believes 
that this book has real merit for these reasons: it 
clearly describes practical procedure by which the 
student can gain sound clinical experiences; it 
avoids, in the authors’ words, an “elaboration of 
theory for its own academic sake” ; and it repeatedly 
reminds the reader of this important concept, “By 
systematic consideration of the somatic, physiologic, 
and behavioural manifestations of development it 
will be possible to raise the study of normality to 
the dignity of a clinical subject.” Throughout the 
book this concept offers a challenge to any type of 
medical education and practice which neglects “the 
normal characteristics of man at the expense of the 
pathological.” Many of us in the armed services 
discovered the examination of large numbers of 
fairly normal young people to be enlightening, re- 
freshing, and salutary. 

Several pointed references are made to the limi- 
tations of child psychiatry in the field of early child 
development. These remarks, as are Aldrich’s in 


“Babies are Human Beings,” appear to be in refer- 
ence to the psychiatrists’ lack of clinical experience 
with normal infants and the consequent dangers of 
“recondite rationalizations.” For instance, they have 
this to say about the hazards of birth, “It is not 
necessary to subscribe to the Freudian doctrine of 
psychogenic birth trauma to acknowledge the de- 
velopmental importance of the disturbances and vi- 
cissitudes of the neonatal period. The infant may 
not be homesick for the Edenic security of the 
uterus, but he assuredly has some difficult adjust- 
ments to make to his novel environment.” The 
authors also refer to methods of imparting diagnoses 
to the parents, and in regard to mental hygiene 
they comment, “as previously indicated the phy- 
sician influences the mental health of the infant by 
altering the faulty attitudes of the parent.” Surely 
this is an oversimplification which is also too current 
among those in child psychology and psychiatry, 
who seem to believe that the intellectual elucidation 
of a child’s basic needs will allow an inadequate 
parent to provide a healthy environment. The medi- 
cal student and the physician, including the pedia- 
trician, should have been reminded that “altering 
the faulty attitudes” of a great many neurotic par- 
ents who infect their children with emotional ill 
health requires at least as much clinical teaching and 
practical training in psychiatry as does the training 
programme recommended by the authors for the 
sound practice of developmental pediatrics. 
Remarkable skill is required to weave a funda- 
mental and vital theme into any one book which 
contains such a wide variety of topics, many tables, 
and also what almost amounts to manuals for ob- 
jective test procedures. This reviewer believes that 
the authors accomplished this difficult task with 
their usual clarity and humanism because their phi- 
losophy grew and ripened from their rich clinical 
experiences with their patients, which, as the au- 
thors remind us, are our best teachers. One would 
anticipate that some of the mature insight in this 
book will be beyond the average medical student, 
but it is hoped that it will help his medical teachers 
inculcate into the core of medical education the 
physician’s role in protecting the growth potentials 
of infants and children. The authors repeatedly 
stress the importance of the pediatrician and the 
family physician in “the vast work of preventive 
mental hygiene.” Psychiatrists should be the first to 
agree that, until the philosophy and practices set 
forth in this book are adequately applied by those 
physicians who are closely dealing with children, a 
very considerable field of a positive mental health 
programme in early childhood will remain uncul- 
tivated. 
Gorpon M. STEPHENS, M. D., 
Winnipeg Child Guidance Clinic, 
Winnipeg, Manitoba. 


CurarE. By A. R. McIntyre, Ph. D., M.D. (Chi- 
cago: The University of Chicago Press, 1947.) 


The author of this monograph is professor of 
physiology and pharmacology at the College of 
Medicine of the University of Nebraska. This book 
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is an outgrowth of his several years of laboratory 
investigations combined with many accurate clinical 
observations on the drug curare. 

The contents of this publication are arranged in 
an orderly manner and include full chapters on the 
history, nature, and clinical use of this drug. It also 
includes a stimulating chapter on speculations for 
the future usage of curare and hints that important 
yet unsolved physiological phenomena concerning 
the mechanism of indirect muscle excitation are 
fast approaching their solution. In his discussion 
of the theories of curarization, the author presents 
a concise review of the various concepts of the 
nature of neuromyic transmission. The writer con- 
cludes this chapter with a statement of his belief 
that the most probable mechanism of curarization 
is one in which the normal role of acetylcholine 
is inhibited by the presence of curare at its point 
of action in the muscle. 

The chemistry of the curare alkaloids is presented 
rather fully from a historical point of view. Be- 
ginning with the first attempt to isolate the active 
components of curare in 1820, the author discusses 
the outstanding contributions to this field in the 
intervening years. The isolation of d-tubocurarine 
in 1943 is considered a milestone, and at the pres- 
ent time only this preparation among the two curare 
alkaloids is readily available in this country. Credit 
is given to E. R. Squibb and Sons for making 
available large quantities of this alkaloid for ex- 
perimental purposes. 

A very complete summary of the literature is 
contained in the chapter on the clinical use of 
curare. This portion of the book is arranged so 
as to give a chronological picture of the develop- 
ment of this important field. Here much emphasis 
is placed on the recent work with curare in the 
fields of neurology, orthopedics, anesthesia, and 
psychiatry. It is suggested that the rediscovery of 
other forms of curare or the use of existing prep- 
arations will enhance the usefulness of this drug 
in the treatment of chronic spastic states. 

This book is considered by the reviewer to be a 
very thorough and comprehensive coverage of the 
many aspects of the drug curare. As such it is 
highly recommended to all whose scope of activity 
incorporates the usage of this valuable drug. 

Titus H. Harris, M.D., 
Galveston, Texas. 


STUDIES ON THE MORPHOGENESIS OF THE BRAIN 
IN HyraAcompEA, UNGULATA, CARNIVORA AND 
PINNIPEDIA (Morphogenesis of the Vertebrate 
Brain IV). By Knud H. Krabbe. (Copen- 
hagen: Einar Munksgaard, 1947.) 


With the completion of the fourth volume of his 
work on the development of the vertebrate brain the 
author has placed on record another document of 
his searching scholarship that is both eloquent and 
authoritative and, taken with his previous publica- 
tions and those to follow, may merit the rating of 
classical contribution to the knowledge of the 
morphogenesis of the mammalian nervous system. 
The immediate response to the new atlas will prob- 


ably be quite unostentatious, but its scientific value 
may be readily apparent if one remembers the 
marked scarcity of adequate information about in- 
terspecies differences in nervous structure. If the 
perceptual organization of the brain can be shown 
to be constant and structurally specific throughout 
the mammalian series, it should no longer be possi- 
ble to question the essentiality of heredity in the 
formation of basic behavior patterns, even in 
relation to very intricate and precise coordinative 
processes. 

In tracing the progressive elaboration of the in- 
dividual parts of the brain from the lower mammals 
to man, the author describes the mesencephalon as 
the cerebral section which shows the greatest mor- 
phogenetic uniformity in the earliest stages of em- 
bryonic life. The development of the mammalian 
cerebellum is distinguished by a late beginning in 
man, especially when compared with the develop- 
ment of the telencephalic hemispheres. In its first 
stages, the cerebellar primordium cannot be dis- 
tinctly separated from the adjacent part of the rhom- 
bencephalon. 

Particular emphasis is placed by the author on 
the observation that, in comparison with the mor- 
phogenesis of many other parts of the body, the 
brain is a highly “conservative” structure. For in- 
stance, it is far less variable as to volume or form 
than are the bones or the total size of an animal. 
Only the shape of the head has been found to some 
extent to be reflected in the shape of the brain. In 
the author’s opinion, the most extensive variations 
in the proportions of the individual sections of the 
brain are functionally determined, which means that 
they depend on the demands which are being made 
on the various functions of the animal. 

Despite the unlikelihood of its popular appeal, 
the volume is superbly illustrated, richly docu- 
mented, and thoroughly explained in the well- 
organized legends accompanying the photomicro- 
graphic material. Although highly technical in 
nature, it is written in fairly plain language and 
with a minimum of terminological inconsistencies. 
Moreover, only such definitions and methodologic 
technicalities are introduced as are necessary for the 
understanding of the rather complex subject matter. 

FRANZ J. KALLMANN, M.D., 
New York State Psychiatric Institute. 


Les RAPPORTS DE LA NEUROLOGIE ET DE LA PSyYCHI- 
ATriE (Actualités Scientifiques et Industrielles, 
1018). By H. Ey, J. De Ajuriaguerra, and H. 
Hecaen. (Paris: Hermann et Cie; 1947.) 


In this booklet of 126 pages one author (Ey) 
discusses the borderlines between neurology and 
psychiatry from the organic point of view, while 
the two others, in their response, stress the psycho- 
pathological view on the topic. These papers were 
read at a symposium at Bonneval (France) on Sep- 
tember 14th and 15th, 1943. It is not the intention 
of the authors to settle the question once and for 
all but, rather, to engage the profession at large in 
a fertile discussion. 
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In 4 introductory pages Ey gives his point of 
view. Nervous functions, as he sees it, are or- 
ganized in 2 levels. The first comprises sensory- 
motor functions, elementary and associative psychic 
functions, including speech. The second level is that 
of higher psychic or psychodynamic functions. The 
elementary functions are specific and localized in 
the cerebrum; the dynamic functions are individual 
and plastic—they may be connected with centers in 
the diencephalon. Clinical syndromes are either dis- 
turbances of the first level (like hemiplegia), or of 
the second level (like schizophasia). Consequently, 
neurology, in the author’s opinion, is the science 
which deals with the disintegration on the elemen- 
tary level, while psychiatry is the science which 
deals with the disintegration on the higher and 
total-personality level. Neurology and psychiatry 
are two different aspects of a more generalized 
subject, the pathology of the nervous system. A 
“pure” psychiatry does not exist for the author; 
all psychoses have organic determinants for him, 
just as all neurologic disorders have. 

The greater part of the book consists of a critical 
analysis of Dr. Ey’s statements by the 2 other 
authors. The thesis of localized vs. generalized 
disintegration is at first analyzed on the basis of 
clinical facts, followed by principal statements of a 
philosophical nature. It is hardly possible for a 
short review to do justice to the wealth of material 
which the authors present. 

At first, they give a historical review of the con- 
troversial subject of “organic” vs. “spiritualistic” 
in psychiatry ; they cover well the European litera- 
ture from Gall to Goldstein. At length, the authors 
dwell on the controversy in respect to aphasia, de- 
scribing the “atomistic” views of Isserlin, Lotmar, 
et. al., and accepting the “totalistic” teachings of 
Goldstein who looks at aphasia as one expression of 
a disturbed personality function. Continuing along 
this line of thought, the authors outline the extent 
and nature of the personality disturbance in Alzhei- 
mer’s and Pick’s disease and see, fundamentally, 
the same psychobiological process as being active in 
sensory aphasia (Wernicke’s type) and in schizo- 
phasia. Continuing with Goldstein’s theories they 
point out that Ey overlooked the importance of 
“Gestalt” and “background.” Pointing to the dif- 
ference between the visual phenomena in pathology 
of the occipital lobe and visual hallucinations of 
psychotics, they claim that Ey neglects the “back- 
ground” in the photoptic phenomena and the “Ges- 
talt” in the hallucinations of the psychotics. The 
same criteria are applied by the authors in their 
analyses of loss of body image vs. depersonalization, 
and of pain vs. hypochondriasis. 

In the following chapters the authors follow the 
development of neurology and psychiatry through 
their histories of evolution to the realm of their 
present-day clinical applicability. They concern 
themselves, however, only with the psychoses and 
neglect psychoneuroses and psychosomatic problems. 
Neurology, for them, concerns itself with all those 
functions which, on a lower level, show the charac- 
teristics of immediate active-defensive responses and 
with functions of a metameric type. Psychiatry, on 


the other hand, has as its objective the functions of 
a total personality type and its relation to society. 

The last 30 pages of the booklet comprise a criti- 
cal reply by the first author. He points out the 
many contradictions and oversimplifications com- 
mitted by the 2 other authors and brings forward 
many more arguments in favor of his monistic 
biological approach to neurology and psychiatry. 
His arguments, which are presented in an excep- 
tionally brilliant style, must be read in the original 
for full appreciation. 

It is obvious at the end that neither side con- 
vinced the opponent. As the authors state, such 
was not the primary purpose of the discussion. It 
brings out, however, the arguments for a unistic 
and a pluralistic approach to neurology and psychia- 
try. It raises important questions for theory and 
practice of neuropsychiatry. The book is written 
in a fascinating manner and, if one of its purposes 
is to stimulate the reader to further thinking, it 
fulfills its end. 

RupotpH Neustapt, M.D., 
Veterans Administration Hospital, 
Bedford, Mass. 


Deep ANALYSIS: THE CLINICAL STUDY OF AN 
INDIVIDUAL Case. By Charles Berg, M.D. 
(London) (New York: W. W. Norton & 
Company, Inc., 1947.) 


Apparently the need of the public for psychologi- 
cal knowledge or entertainment has not yet reached 
the point of saturation. The movies tried and are 
still trying to satisfy it. Books about the motive of 
human behaviour, some of a good scientific stand- 
ard, others touching foremost on the sensational, 
have been written for the general public, are widely 
displayed and advertised. They deal with the dark 
and twisted ways of the unconscious, the labyrinth 
from which the neuroses stem and with their treat- 
ment through psychoanalysis. 

In view of this situation one has to admit a feeling 
of resistance to read another one of those books. 
It is satisfying to state that “Deep Analysis” is 
definitely not written for readers who are out for 
entertainment and thrills. In 243 pages the author 
attempts to describe the course of an individual psy- 
choanalysis, the gradual process of emotional change 
in a patient through transference and insight. Dr. 
Berg remains absolutely honest about his task and. 
on the whole, presents the case in a skillful and 
clear way. 

The book is divided into three parts: 1, The 
Father; 2, The Mother; 3, The Son, with the sub- 
title: Transference Proper. Professional readers 
will know immediately that they are dealing with an 
orthodox Freudian analysis. The analysis revolves 
mainly around the G£dipus and the castration com- 
plex, its ramifications and regressive effects. In 
spite of the frankness with which the difficulties of 
the transference problem are discussed, and though 
the role of dreams is very properly demonstrated, 
I could not help feeling that the description of the 
treatment is schematized and incomplete. Schema- 
tized, because it looks as if the patient were slowly 
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forced into a kind of corset of thinking and asso- 
ciation. Incomplete, because so much more happens 
in an analysis than the working through of the 
CEdipus and castration complex, so much more also 
that belongs to the patient’s actual life situation. 
According to the publisher, Dr. Berg set out to 
give a description of a complete analysis of a single 
case. Singling out the parent-son relationship and 
the castration fears, as the author has done, would 
mean that the real purpose of the book is not 
achieved. The question arises whether it is at all 
possible to give a true picture of “what really hap- 
pens in an analysis.” It is significant that Freud 
himself never attempted to give more than what he 
called “fragments of an analysis.” The emotional 
experience effected in analysis is altogether beyond 
scientific description. 

While reading “Deep Analysis” I have frequently 
wondered for whom such a book was written. The 
professional reader, unless he is a beginner, will 
not learn very much from it. I do not know the re- 
action of the layman who is seriously interested in 
this topic. He may appreciate it and may get some- 
thing out of it. However, I would predict with some 
certainty that he will get lost in Chapter 23, which 
is called “Theoretical Review” ; it is superfluous for 
the professional and confusing for the layman. 
The author himself obviously expects that both pro- 
fessionals and laymen will read this book. This 
is borne out by the glossary which is very uneven 
in regard to the definitions and the choice of ex- 
pressions to be defined. As an example, I like to 
quote: schizoid =having some of the character- 
istics of schizophrenia, slightly schizophrenic. 

Further proof for the author’s unconcern with 
the professional reader is manifested in the complete 
lack of any bibliograpy. This is quite unusual in 
a scientific treatise and places “Deep Analysis” in 
the area of general literature. 

Fritz M. D., 
Chicago, Ill. 


ENCYCLOPEDIA OF VOCATIONAL GUIDANCE. Edited 
by Oscar J. Caplan. (New York: Philosophi- 
cal Library, 1948.) 


Any psychiatrists wishing to be informed about 
vocational testing and counseling will be well ad- 
vised to consult the present 2 volumes. The ma- 
terial is well presented and amply documented with 
an extensive bibliography. Overlap and redundancy 
have been avoided to a surprising degree consider- 
ing that the contributors number close to 300. There 
is a wholesome emphasis on personality and totality. 
Description of individual tests and procedures are 
generally lucid and concise, with just sufficient in- 
formation supplied to outline technique and to in- 
dicate scope of application and degree of reliability 


and validity. Even such difficult topics as correla- 
tions, percentile ranks, the various deviations, scores 
and ranges are stated in clear language, steering 
skillfully midway between popular presentation and 
too technical exposition. If it is added that the main 
test batteries currently used in psychiatric clinics 
(projection tests, Thematic Apperception, Minne- 
sota Multiphasic Personality, Wechsler-Bellevue 
and others) are amply and aptly treated, the value 
of the publication to psychiatrists as source of in- 
formation and reference ought to be established. 

Unfortunately little more is offered the reader 
than information. If a search is made throughout 
the pages of the volumes for test procedures with 
anything approaching predictive certainty the re- 
sult is disappointing. It is the old disheartening 
dilemma of quantitative measures. Intelligence can 
be measured with fair accuracy of statement. So 
can the functions of memory and attention. But the 
more significant functions of interest, initiative, job 
aptitude, and social adaptability largely defy testing 
and measuring. The diagnostic and more yet the 
prognostic value of personality and interest tests 
(most of them mere inventories) is disappointingly 
uncertain. The general conclusion in practically all 
tests of this order is : Reliability (relative freedom 
from statistical errors) is fairly high but validity 
(predictive value) is low or unknown or difficult to 
obtain. This defect is frankly stated by most con- 
tributors and summed up tersely in the article on 
“Philosophy of Vocational Guidance” on pages 
1063-69. We are told there also that aptitude tests 
even if they were able to measure the individual’s 
work capacity correctly would still be of limited 
utility because “lack of ability to perform the work 
required is a comparatively rare charge for dis- 
missal from employment. Personality difficulties, or 
excessive absenteeism and tardiness are the most 
common reason for discharging an employee.” But 
personality difficulties cannot be accurately mea- 
sured by vocational or other tests, and absenteeism 
and tardiness need no tests for measuring. In the 
same chapter we read “It is more important to 
choose one’s employer wisely than one’s occupation.” 
If so, what is the advantage to be gained from test- 
ing occupational fitness altogether ? 

A similar note of skepticism, not to say pessi- 
mism, is struck by a great number of the contribu- ° 
tors, particularly those who deal with personality 
tests. 

This ought to be another reason why the 2 
volumes should make stimulating reading for clini- 
cal psychiatrists. Personality tests and inventories 
are widely used in our field, and we ought to be 
sensitive to their distressingly narrow limits of 
diagnostic and prognostic effectiveness. 

ABRAHAM A. Low, M. D.., 
Chicago, 
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